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Editorial 
It is both amazing and encouraging when 
one considers the relative rate at which 
medical science is advanc ing to overcome the 
physical and mental ills that can 
inconvenience, incapacitate, and threaten 
every person. We should be grateful that as 
future members of the medical profession we 
are able not only to witness this but also to 
participate in it. However, extraordinarily few 
doctors have concerned themselves with or 
considered the special problems associated 
with treating a dying man and those that 
either will be or have been left behind. Even 
though the situation is being handled daily, it 
has occurred to me more than once that not 
enough emphasis and true concern is given to 
it by the physician, both in his own mind and 
in his formal and informal sessions with 
medical students. 
The complexities of dying, death and 
bereavement have surely been appreciated for 
centuries, but the management of the 
individual and his family have yet to be 
honestly faced by most of the physicians 
responsible for our education. The uncom-
fortable silence associated with such 
situations can be witnessed by any student on 
most hospital wards , during any week. And if 
not the silence, then bumbling phrases. I do 
wish to stress that I stated most physicians 
and most wards for indeed there are those 
few men in those few wards who have 
retained the humanity to concern themselves 
enough to understand and to attempt to cope 
with the situation. Let no one make the 
mistake of thinking that this is something 
that comes naturally, for if anything in 
medicine is to be achieved by application then 
it is compassion , particularly within the realm 
of this editorial. I am not referring to a type of 
compassion that leads to appropriate phrases 
and gestures, but rather a compassion that 
moves a physician to face the situation before 
it happens, when it happens and after it 
happens. I am not assuming that every 
terminal patient should be an automatic 
candidate to have his fate laid out before 
him, but I have read a report where 80% of 
terminal patients in a hospital felt they should 
be allowed the courtesy of knowing their 
future whereas 80% of their physicians felt 
such information should be witheld . I'm 
confident that such figures can be extended 
to include all hospitals. 
Telling the dying patient of his fate is only 
the start of the physician 's responsibility , for 
next he must support the individual and his 
family in whatever way best suits the 
particular instance. After the death the 
physician can not close the file and breathe a 
sigh of relief that he no longer must face his 
responsibility to that patient in his final days. 
The family is left behind and let no one 
deny that bereavement itself is an illness. Dr. 
Dewi Rees provided very convincing evidence 
of that from his practice in Llanidloes in 
Wales where he found that there was almost 
a tenfold increase in risk of mortality in those 
who experienced the death of a close relative 
within the previous year. He was able to 
determine further factors which made the risk 
even greater.' The physician is obligated to 
follow up the bereaved on regular occasions, 
encouraging expressions of their grief and 
reassuring them of the normalcy of their 
feelings and indeed their physical symptoms. 
In summary then , every physician involved 
with the dying patient has a duty to perform 
to the patient and his family. It is not to be 
passed on to the family physician alone if 
hospital consultants are involved in the case , 
for like it or not the surgeon or the internist 
in fact become family practitioners for every 
patient under their care. They too must show 
consideration and compassion, and not just 
technical and academic prowess. I am sure 
that the hospital environment to which we are 
exposed magnifies the problem, for it is well 
recognized that nobody dies comfortably in a 
teaching hospital , " comfortably" to be inter-
preted with its broadest meanings. 
Much of the difficulty may well lie in the 
fact that the physician has no secure 
philosophy of dying and death himself and 
thus is unable to cope with the situation. 
Because of his own inadequacies and 
conflicts he has no choice but to run, 
continu ing to leave his medical students 
unprepared , leaving them the choice of some 
day teaching themselves or running right 
along behind him. 
1. "Bereavement and Medicine", Rees , D.: Can ad. 
Med. Ass. J., vol. 98, Jan. 6, 1968. 
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War, Medicine, and the 
Twentieth Century 
I do not intend to deliver via this essay a 
simple resume of the deeds of medicine in 
battle since the year 1900. Nor is it my aim 
to concentrate on a specific topic under this 
heading. Since even a work on the wartime 
development of surgical instruments alone 
could conceivably fill volumes, I am faced 
with the onerous task of developing a 
coherent, well-thought-out insight into a topic 
that is so vast that it may yield only several 
vague and inconclusive bits of information. I 
press on, worried . 
One of the characteristics of twentieth 
century war has been the omnipresence of 
The Bullet. People lived in immortal fear of 
The Bullet because it could lacerate, maim, 
burn and kill if used properly (and was 
definitely something to be kept in one's 
medicine cabinet out of reach of small 
children). Moreover, its presence in the body, 
if chronic, could lead to an accumulation of 
lead, which, as everyone knows, is not 
conducive to good health. 
As a matter of fact, from all the projectiles 
available, such as the shells of field artillery, 
shrapnel, shells containing mitraille, explosive 
shells, dum-dum bullets, flak, land mines, 
phosphorus shells, gas bombs and flares, The 
Bullet has been the most traumatic for the 
medical corps. For instance, in the American 
Bougainville Campaign, from the beachhead 
perimeter of the island , 596 out of 1,707 
casualties were due to rifle and machine gun 
• fire, and these figures represented the lowest 
figures for the return to battle after 
rehabilitation of all injuries afflicted. ' 
The burning and lacerating of The Bullet 
was of such a serious consequence that one 
author has claimed that " the injuries which 
the military surgeon may expect to have to 
treat on active service may be considered 
almost altogether as those of gun and rifle 
projectiles".' A complication occurring 
frequently was the breaking of bones by 
projectiles, this depending upon the energy 
possessed. Since Energy= MV' where M 
represents the projectile's mass and V its 
velocity, it is easy to see how a lightweight 
bullet could inflict damage at high velocity. 
A scientific approach was adopted in the 
twentieth century for studying projectile 
injuries and the "modus operandi " of bullets. 
Edmond Delorme, in his entertaining little 
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Tom Bell '73 
work aptly entitled " War Surgery" , mentions 
that pointed bullets made a puncture-like 
wound and entered tissues without much 
surrounding destruction when fired point 
blank, that is, without a ricochet. However, 
once the latter occurs, entrance is by a bullet 
with an irregular surface causing much 
tearing of tissue with penetration. 
In addition, bone and more resistant tissues 
such as ligaments and tendons served as 
secondary projectiles if struck, so as to 
produce further damage. The work of the 
surgeon therefore was much simplified if he 
knew what kind of bullets the enemy was 
using , the type of terrain over which the 
battles were being fought , and what kind of 
damage was done on his patients. The latter 
problem was aided through the use of X-rays. 
May Heaven have helped the mi litary surgeon 
who had to work in the Pacific jungle of 
World War II , where the only way one was hit 
was by ricochet off bread-fruit plants! 
Ironically, Delorme speaks of The Bullet as 
being humanitarian when it is pointed and 
produces little tissue damage on entry! 
The more extensive injuries due to 
projectiles were aggravated by the carriage 
of soiled bits of clothing with them which 
lead to bacteremia and septicemia. Thus a 
second parameter was introduced by bullets : 
that of infection. 
Delorme recommends that wounds from 
infected bullets should be cleaned on the 
surface and ordinary dressing be applied , 
while no suturing or closing of a,perture be 
done. This was in 1915. He claims that the 
contamination is " annihilated by the defense 
set up by the tissues " . However, a later 
publication mentions that the inflammatory 
reaction of tissues in response to bacterial 
invasion actually detracts from the tissues' 
reparative powers .' A further procedure was 
therefore the excising of a wound to remove 
the dead tissue, thus speeding up the 
healing and achieving one of the aims of 
wartime medicine-that of returning the 
injured to the front , "quam celerrime" . 
Of course , many of these wartime problems 
were later solved by the advent of antibiotics. 
Not exactly a result of either of the World 
Wars, their production methods were never-
theless developed by the stimulus of the 
Second World War.• Particularly applicable 
was penicillin, which kept wounds free from 
infection. Sulfonamide compounds were of 
great value with wounds infected with strep 
organisms, especially in lymphangitis and 
erysipelas.' Their value in prophylaxis was 
quickly recognized, especially as treatment 
after wound surgery and excision. ' Modes of 
application were as varied as they are today, 
with preparations available to be taken orally, 
intravenously, intramuscularly or administered 
as a powder. The developing fields of 
bacteriology and immunology contributed 
atabrine substitutes for quinine in combatting 
malaria and they showed the value of gamma 
globulins in combatting measles. An important 
aspect of the sulfa drugs and penicillin was 
their enhancement of healing of amputations, 
and their prognosis was much improved.' 
Amputations have always been one of the 
major scars of war on a nation. They are 
drastic resorts in the face of active combat 
to give efficient, quick and definite results in 
controlling the spreading of infection within 
the human organism. Badly wounded limbs 
threatened by gangrene were usually removed 
by the guillotine or open circular method of 
amputation.• These procedures reflect a 
medical philosophy specifically moulded by 
active combat which was written about even 
before the First World War: 
" ... the very surroundings of the soldier 
wounded in battle entail peculiarities in his 
treatment .. . for they are very different 
from those of a man wounded in civil life. 
. . . The surgeon with all the resources . . . 
and circumstances of a civil hospital . . . 
may often successfully endeavour to save a 
limb or a joint where his military colleague , 
under certain conditions often met with in 
warfare, knows that he will be well satisfied 
if he saves his patient 's life. " '0 
Two factors become increasingly clear with 
respect to amputations : fewer and fewer were 
required from the outset of the twentieth 
century until the middle of World War II," 
and, secondly, advances made on the 
engineering of prostheses and biophysics of 
limb action changed the surgical methods of 
amputation. Universal points for amputation 
under given conditions were adopted and so 
established "that any portion of the stump (of 
the injured limb) beyond the length necessary 
to carry the artificial limb is not only useless, 
but harmful , especially in the leg "." 
An important aspect of the wars in the 
1900-1945 periods has been the adaptation of 
medical methods with the conditions of war. 
As an example, one might easily say that 
World War I was the trial of gas killing 
methods while War Number Two was the trial 
of atomic killing methods. The latter comes 
through with flying colours. 
When the greenish-yellow chlorine clouds 
swept over the Canadian and French Colonial 
troops at Ypres in 1915, most of those 
surviving the attack the best were those who 
simply placed wet handkerchiefs over their 
noses and mouths, and it only remained for 
bio-medical engineering to come up with the 
self-contained unit worn over the head, with 
fitted eyepieces and box respirator." Now 
men could see and shoot as well as ever! 
Furthermore, c l inical observation and methods 
produced effective methods for treating the 
injured in gas attacks. For instance, the 
burning and blistering of mustard gas was 
treated with bicarb of soda. Apparently the 
damage of these gases lay in their irritation 
of mucous membranes with resultant bacterial 
infection producing septic broncho-
pneumonia. Knowledge of this was therefore 
of value in the treatment of exposed soldiers , 
to the extent that in one case, 65% of those 
treated in England were fit for discharge at 
the end of the fifth week in convalescence. 
Medicine could be credited with the demise 
of these forms of gas and their use in war. 
Medicine has often provided accurate, 
objective and scientific observation on the 
results of military action on a populace 
exposed to man's most devilish schemes 
under extremely stressful conditions. Just as 
medical personnel dealt with record ing 
statistics and observations concerning the gas 
attacks of World War I, so have they provided 
the first professional clues on the horrible 
effects of atomic attack. 
The step-by-step destruction of the blood-
forming organs in humans exposed to 
radiation was expressively documented by 
Hachiya in his Hiroshima Diary. Signs and 
symptoms of radiation sickness were seen as 
never before in humans in an age when 
usually only laboratory animals provided 
clues as to adverse radiation effects. He 
writes : 
"We now knew all the blood-forming 
organs were involved : white blood 
cells , platelets , and even the red cells 
because when we studied them , many 
abnormal forms were found . The latter 
changes could be incident to anemia 
caused by hemorrhage, so we could not be 
certain. Loss of hair I inte,rpreted as 
disturbance of nutrition to the hair roots . 
The pathologic picture of radiation sickness 
began to make sense."" 
A British commission estimated total deaths 
for Hiroshima, a city of 300,000, at between 
70,000 and 90,000. Furthermore, an American 
survey reported that 90% of the 200 
physicians in Hiroshima were casualties, with 
only 30 of them able to carry on. " What are 
the implications here? Well , physicians simply 
are going to play a greater role than ever in 
war should there be another world-wide 
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conflagration. An atomic burst may be 
beautiful thirty miles away, but not so 4,500 teet 
away. At this distance, the following might 
happen to an unexposed person : the blast 
accompanying the bomb might embed glass 
splinters deep in muscle, producing 
hemmorrhage and shock ; flash burn could 
produce second- and third-degree burns ; 
nutritional , anemic and septic complications 
may develop later ; and the incidence of 
radiation sickness is likely to be high, great 
enough that death is likely to follow.'• 
Therefore the detection of radiation wounds 
and the measurement of their severity will be 
an important function of medical corps of the 
future, and the treatment and research 
corresponding to these wounds will largely be 
the responsibility of the physician to the 
affl icted community. 
Medical organization has played a very 
important part in fighting and the role has 
changed with the type of fighting . Just as the 
slowly moving gas clouds were of tactical 
significance in the more immobile methods of 
trench warfare in World War I, so were the 
cumbersome field ambulances which , 
although classified as mobile then , never-
theless required two railway carriages to 
move as the front line did. They were the 
immediate medical care for the troops , and in 
Canadian forces were composed of nine 
medical officers and 238 other ranks , all 
located just behind the lines." Not exactly the 
hospital ambulance as we know it, this was a 
hospital capable of accommodating 150 
patients in three small units, and was served 
by horse-drawn litter bearers. By the 
standards of the foot-slogging war of 1914-
1918, it was mobile. The destroyed muddy 
fields torn apart by months of shelling were 
impassable for the motorized vehicles of the 
day, hence the horse-drawn litter carriers. 
Shortly after The War to End All Wars, the 
• tactical superiority of tanks and airplanes 
meant the end of trench fighting and 
Christmas truces. Trains became vulnerable, 
as many an Air Force battle film for the 
Second World War has shown, and although 
Fishbein shows hospital transport trains in the 
second war, he also shows pictures of 
sophisticated, enclosed ambulances capable 
of swift and comfortable (relatively) journey. 
Therefore in this last great war, hospitals 
were located at least five hours from the 
front , with those closest dealing with the 
most urgently wounded." Motorized vehicles 
cut down travel time and now helicopters 
have taken this another step further. At the 
closest hospitals, treatment consisted of largely 
reducing the trauma to the point where the 
injured could then more safely be transported 
to a hospital further away for more intense 
treatment. The former typically consisted of 
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injection of a soporific such as morphine 
and an analgesic, cleansing of the wound and 
dusting with sulfonamide powder, and 
immobilization with a plaster cast. '• Trueta 
speaks of this latter treatment as being very 
comfortable and producing a minimum of 
pain , since the injured parts were not 
extensively moved. 
The contribution of psychiatry to mi litary 
purposes has become increasingly _ import~nt, 
and is now even more so, with the tncreasmg 
knowledge that psychological problems have 
direct manifestations in producing 
physiological ones. Psychodynamically 
trained psychiatrists served in combat areas 
in the Second World War and practiced 
Freudian theories emphasizing the effects of 
trauma upon neurotic symptoms, removing the 
patient from the field and treating him with 
psychotherapy. This did not prove 
successful.' 0 It was dependent upon recon-
struction of life experiences, sometimes under 
the influence of pentothal , this procedure 
termed narcosynthesis." Typical psycho-
somatic states encountered ranged from 
abdominal pain and vomiting to headache 
and cardiac problems. Gerald Klerman in The 
First Hahnemann Symposium on Psycho-
somatic Medicine writes that in Korean 
combat " medical intervention in the combat 
zone with emphasis given to the immediate 
stress proved highly successful in returning a 
high proportion of soldiers with combat 
reactions to effective duty". 
It appears that with gradual sophistication 
of yet another medical field the fighting men 
with medical problems can be returned to 
battle faster than ever. Psychiatry is very 
important in war, because humans are placed 
in very stressful situations which place great 
demands upon the functioning systems. It is 
only logical to expect that our thought 
systems can be as injured as, for example, 
our motile systems. 
Furthermore, psychiatry indicated somewhat 
the " sociology" of wartime fighting units. 
Grinker and Spiegel speak of the combat 
units of the U.S. Air Force as " unique 
associat ions of men with affection for 
aircraft" who are bound not only by the ties 
of flying in the same aircraft but by the fears 
and dislike of a common enemy. For instance, 
the men in a B-17 bomber being attacked 
by flak guns are all in danger of dying , and 
it depends upon the cohesiveness of the group 
and the teamwork within the plane for 
achieving the proper action. Therefore it 
should be easy to imagine how hostility built 
up by crew members individually or as a 
whole and displaced to the pilot could have 
adverse effects! 
It may be generalized that medicine in the 
twentieth century has made its strides, and 
that these strides have not been unrelated to 
the events of the time. Since wars have 
played such a vast part in the passage of the 
century so far, it is no wonder that the two 
have been so interrelated. Armies of over a 
million strong have been wonderful research 
areas for the fields of Epidemiology and 
Preventive Medicine, yet have provided 
medical problems of a specialized nature not 
too common in times of peace, problems 
which arise very suddenly to the extent that 
men have had to make great changes in 
organization without any loss in efficiency, to 
wit , the organization in field hospitals versus 
that of the community hospital. 
Through indirect means, war has been a 
stimulus to science and research , and much 
of the theoretical work done and proven has 
found its application in medicine. However, 
science has such an impetus now, and 
medicine is entering such a great period of 
philosophical development, that a war now 
would be a backwards step. If just for the 
sake of science and medicine, let us hope for 
no more great wars. 
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" Much have I learned from my teachers ; more from my colleagues ; and from my students 
more than from them all. " Babylonian Talmud (2nd century) . 
Pappworth M.H. A Primer of Medicine, Butterworths 1963. 
Today when Medicine is rapidly becoming dehumanized because of emphasis on 
laboratory procedures and the domination of many medical schools by research workers , it 
is necessary that all students and doctors read and ponder over the implications of the 
following extracts from two famous oaths. 
'I swear by Apollo physician ... I will use treatment to help the sick according to my 
ability and judgement, but never with a view to injury and wrong-doing. Neither will I 
administer a poison to anybody when asked to do so, nor will I suggest such a course. 
Similarly I will not give a woman a pessary to cause abortion. But I will keep pure and holy 
my life and my art." Hippocrates (460-377 B.C.) 
"May I never see in the patient anything but a fellow creature in pain . 
" Grant me strength , time and opportunity always to correct what knowledge I have 
acquired, and always to extend its domain. For knowledge is immense and the spirit of man 
can extend infinitely to enrich itself daily with new requirements. Today he can discover his 
errors of yesterday and tomorrow he may obtain a new light on what he thinks himself sure 
of today." Maimonides (12th century Physician & Rabbi). 
Pappworth M.H. A Primer of Medicine, Butterworths 1963. 
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Abstract of Bermuda Scene Wins Award for 
Pediatrician in 1970 Physicians' Art Salon 
A painting done in Bermuda in what he 
laughingly describes as " the heat and the 
sweat " has won for Dr. G. H. Valentine of 
London, Ontario second prize in the Con-
temporary Art section of the 1970 Physicians ' 
Art Salon in Winnipeg . 
His abstract, " Bermuda", represents a 
departure for Dr. Valentine. It is the first time 
he took a specific scene, in this instance the 
view of Hamilton from Bermuda's Somerset 
Bridge, and abstracted it on the spot. 
Consequently sailing boats emerge as 
geometric shapes, and the white coral roofs 
which are so much a part of the Bermuda 
scene appear almost as a flight of stairs for 
a bevy of Ziegfeld girls to descend. 
It was painted during his second visit to 
Bermuda. " Some people think it's become 
touristy and artific ial ," he said , " but I love 
Bermuda." He is familiar with all the islands 
to the south , but has come to regard it as his 
favorite. 
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Between his busy schedule at War 
Memorial Children 's Hospital and with the 
Department of Paediatrics at the University of 
Western Ontario, Dr. Valentine now has time 
to paint only " about one picture a year" . He 
has won awards in the Physicians ' Art Salon 
before, however, indicating that when he does 
find time to paint his work is of high quality. 
In the mid-1950 's one of his works won the 
Popularity Award at the Salon, held each year 
in association with the Canadian Medical 
Association annual meeting , and sponsored by 
Frank W. Horner Limited , Montreal. 
Dr. Valentine also won an award in 1955 
for a monochrome. " I used to do a lot of 
photography and exhibit," he said , " but I 
dropped it when I became interested in 
painting." 
Dr. Valentine studied in his native Eng land 
and graduated in Bristol , then was a 
consulting physician for the district of East 
Anglia before coming to Canada. He practised 
in St. Thomas, Ontario before moving to 
London. 
London's Ambulance Service 
Part 1 
Austin L. Beard 
Th ames Valley Ambulance Limited 
(Ed. Note: This is Part 1 of a 3-part series on London 's Ambulance Service. The author 
is President and General Manager of Thames Valley Ambulance Limited. He is also· Red 
Cross First Aid Chairman, London Branch , Vice-President, Region 13 (Ontario and 
Quebec), of the International Rescue and First Aid Association , and Immediate Past 
President of the Ontario Ambulance Operators ' Association , Incorporated.) 
Prior to July 1, 1968, London 's Ambulance 
Service, like all privately owned ambulance 
services in Ontario, operated on a shoestring . 
When a patient was transported by 
ambulance, the Operator was responsib le for 
billing the patient and collecting the fee. In 
numerous instances he was unable to collect 
the fee which resulted in writing off as much 
as $15,000 in bad debts annually. Generally, 
vehicles , facilities , accommodations, 
equipment, and the standard of training left 
much to be desired. 
This situation caused much concern, not 
only to the Operator, but also to the Ontario 
Government, which recognized the problem 
and passed legislation making the ambulance 
service an Insured Service under the Ontario 
Hospital Services Commission. 
On January 1, 1969, Thames Valley 
Ambulance Limited went on a budgetary 
arrangement with the Ontario Hospital 
Services Commission to provide ambulance 
service for the City of London and 
surrounding area. 
With this budgetary arrangement, the 
Commission flows an approved amount of cash 
to meet all our operating expenses. This 
arrangement is not unlike that of the Police 
and Fire Departments. Under the insured 
service, 75% of ambulance charges is paid by 
the Hospital Commission and the patient is 
charged the remaining 25% . 
To be eligible for ambulance benefits , it 
must be certified by the family doctor or 
registered nurse on duty at the admitting 
hospital that the ambulance was medically 
necessary. This provision had to be 
introduced to prevent patients who did not 
require an ambulance from using it simply as 
a taxi service. It would ensure that 
ambulances were available for essential 
services. If the use of an ambulance is 
medically necessary, an insured resident is 
required to pay only the following amounts : 
$5.00 for a land ambulance trip of 25 miles 
or less, plus 
15c for each mile over 25 mi les , but 
not more than $25.00 in all for one trip. 
A maximum of $100.00 for an authorized 
air ambulance (including the cost of 
connecting land ambulances.) 
Should an ambulance be used by an 
uninsured person or when it is not medically 
necessary, the user will be liable for $25.00 
for a land trip of 25 miles or less, plus 60c 
for each additional mile. 
Air ambulances will be charged at the full 
rates for this type of service. It is to be noted 
that the ambulance must be supplied by a 
licensed ambulance service operator 
(municipal , hospital , private, or volunteer 
ambulance services) . 
Since the advent of the insured service, the 
operator is no longer required to bill the 
patient where a hospital or medical clinic is 
involved. Where a patient is taken by 
ambulance to or from a hospital or medical 
clinic in Ontario, he pays his share of the 
cost to the hospital or clinic ; otherwise he 
pays the ambulance operator. 
To be eligible to contract to the Ontario 
Hospital Services Commission to provide 
ambulance service in this area, we are 
required to meet very strict and stringent 
rules and regulations. This applies not only 
to ambulance equipment , but also to vehicles 
and the training of our personnel. 
Thames Valley Ambulance accommodation 
was designed primarily for an ambulance 
service. The offices are conveniently arranged 
to permit efficient and rapid handling of 
administrative and operational matters. 
The dispatcher's office contains the latest 
in communications and includes direct tele-
phone lines to the emergency wards of the 
three major hospitals, Police and Fire 
Departments. All telephone and radio 
messages are recorded on tape. A lecture 
training room, equipped with the latest in 
audio-visual aids , Resusci Anne , manikin , 
47 
skeleton, and Physiology charts , is used 
constantly by staff members. The building 
also contains a garage, with electrically 
controlled doors, which is capable of housing 
seven ambulances. There are sleeping 
quarters for six, men 's washroom, ladies ' 
powder room, kitchenette, and staff lounge 
complete with color television and stereo. 
We operate seven ambulances, each of 
which is equipped with the latest in first aid 
supplies , ventilation equipment including 
oxygen equipment of the type approved by 
the Ontario Hospital Services Commission for 
ambulance use. Each ambulance is equipped 
with a radio which permits communication 
between Base and ambulance, and ambulance 
to ambulance. Each ambulance is equipped 
with a tachograph that records the distance 
travelled, the speeds travelled and time 
element involved. 
We have a staff of 40 at the present time 
and will be increasing the number 
considerably in the near future. 
We at Thames Valley Ambulance are 
proud of our training program. Refresher 
training is being carried out on a regular 
* 
"The clinician must beware of betraying 
even the slightest hint of boredom. He must 
always display a genuine, not a feigned , 
interest in the patient not merely as a case 
but as a personality, and thereby encourage 
hi- ospecially if he has psychological 
rro:x~ rns , to talk and cooperate more freely. 
No one can ever share completely the 
• feelings of another, but the mere effort to do 
so brings the doctor closer to the patient. The 
ability is in itself an expertise just as 
important as the correct elucidation of clinical 
sign3." 
A Primer of Medicine: Pappworth 
* 
Errata 
* 
* 
basis and lectures on Anatomy and 
Physiology are given. From time to time, 
members of the medical profession give 
instruction to our staff. Subjects such as 
Emergency Childbirth , Ventilation and 
External Cardiac Compression, and handling 
of spinal injuries have been taught by 
specialists in these fields. 
With the insured service came many 
advantages. Not the least of these was the 
standardization of vehicles, equipment, and 
training throughout Ontario. Because of this, 
an ambulance attendant from London could 
go to Kapuskasing and find the same 
equipment in an ambulance that we have 
here. He would find the same type of 
vehicles and ambulance personnel trained to 
the same standards. 
In 1969, Thames Valley Ambulance Limited 
did 7,600 ambulance calls. Indications at the 
present time are that we will do 8,000 calls 
in 1970. 
Part 2 of this series will include more on 
our training and the equipment carried in an 
ambulance. 
* 
" The super-specialist or the man who has 
attained eminence because of a gimmick is 
very liable to become a pedant, who 
idolatrously worships his subject or gimmick, 
who exaggerates the importance of technical 
jargon and conceptual knowledge, who prides 
himself on this mastery of the trivia and 
minutiae of his small subject and, if 
perchance he is an examiner, would not 
hesitate to deem lack of such knowledge a 
serious fault. His zeal, dogmatism, and narrow 
expertise are often dangerous to students." 
A Primer of Medicine: Pappworth 
* 
The Editor apologizes for two errors in Dr. Carol Buck's article "What Do You Mean by 
Relevance?" in the first issue: 
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1. 2nd paragraph, 3rd line-should come after line 6. 
2. End of 1st paragraph on page 19-The following has been left out: " physicians ' 
assistants , and a graduate program to produce. " It should go after " educate" in the third 
last line of this paragraph. 
The Community Action Centre 
Since February of this year medical 
students have been providing a valuable 
service to residents of a downtown area. The 
purpose of this article is to describe the 
nature of their endeavours and the future 
possibilities they look forwa rd to. 
The medical students ' operation is only one 
of a number of services provided by the 
Community Action Centre. It 's easiest to 
describe the Community Action Centre as a 
self-help organization whose directorship is 
composed mainly of residents from the 
community with two representatives of a 
University Students ' Coordinating Committee. 
It began under the influence of the community 
worker assigned to that part of the city from 
Family and Children 's Services and has 
functioned with the assistance of university 
students in varied disciplines fo r about two 
years. 
Law students provide a nightly information 
bureau while sociology 45 students have 
provided manpower in fields like day care and 
recreation for ch ildren. More peripherally, 
business students have been availab le for 
consultation in their field , and the University 
Students ' Council along wi th a local industry 
has p rovided much of the financial support. 
The " specialized " services just mentioned are 
not in any way designed to be the mainspring 
of the Cent re. They should more properly be 
looked on as services to this community that 
are provided by persons (in this case, 
students) with "specialized" knowledge about 
certain aspects of the city 's resources. 
Ideally, the Centre exists as a voice for the 
residents of this area. Their increased 
participation in making decisions and 
effecting action on pertinent issues is the 
ultimate goal. The " grass roots" idea of 
people organizing themselves around areas of 
mutual concern and exerting pressure to 
affect and control their environment is not a 
new approach to social action, although as an 
organization based on this principle the 
Centre is unique in this city. 
The service provided by the medical 
students by its very nature acknowledges and 
attempts to lessen some of the barriers that 
exist to lower-income groups ' full acquisition 
of their " right " to health. Students involved 
are expected to be ab le to provide 
information to res idents on available public 
health services, health insurance and hospital 
clinics. In addition, resources are available to 
translate health information to persons 
Dixie Esselt ine '72 
speaking foreign languages and also to enlist 
local doctors to take on families from this 
area if requested . In the short time of 
operation attempts have been made to 
develop a filing system that will eventually 
allow an eva luation of the service in terms of 
its utilization and effectiveness. 
A new executive under the direction of 
Meds '73 students is looking into possibilities 
for the further education of students about 
local social and welfare agencies and public 
assistance programmes. The translation 
service will have to be expanded and more 
effort put forth to enlist the support and 
involvement of students in other health 
professions like nursing , dentistry and 
physiotherapy. 
The organizational details and th e students' 
limited time have slowed progress somewhat 
in certain important areas, but cons iderably 
more emphasis is being placed on developing 
a service relevant to defined needs of this 
community instead of assuming it to be in a 
situation comparable to that described in core 
areas of other Canadian cit ies. Very little 
information is presently available about 
specific health problems of this area, but it is 
hoped that within a short time the students 
will be able to gather and assemble data 
through their own resea rch function and thus 
rely less on agencies in the city for 
information. 
The benefits to the Health Sciences student 
from being involved in the medical information 
service are perhaps more obvious than the 
advantages of such a service to the 
community concerned . Our experience in the 
past eight months, however, has shown the 
need for such a service although the scale of 
it remains hard to assess. It is harder to 
define the mechanics of an information 
service as opposed to a treatment se rvice 
and harder still to evaluate the quality, 
relevance and need for the information 
provided. There is considerable responsibility 
placed on the individual student to be 
informed about health and its relationship to 
groups of people on whose list health is of a 
considerably lower priority than the more 
immediate concerns of housing , employment 
and education. In addition , the benefits of the 
practices of preventive medicine are often 
seen only over lengthy time intervals. Such a 
situation can be d iscouraging to students 
whose orientation is often towards immediate 
reward and solution. 
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In summary, the medical students are 
trying to bridge the gap between doctors and 
the people in this part of the city. It is not 
necessary or desirable to to lerate the 
deprivation of any proportion of the 
population regarding the receipt of the best 
health care. The information service is only 
one approach. Neighbourhood health clinics 
are another and so is more emphasis on 
social responsibility in medical education. 
* * * 
To the Community 
Gary Maier, M.D. 
God, I envy the artist whose works last beyond time. Michelangelo, Beethoven, they 
have chosen durable media to bring their truths to us. Yet as an artist, I am aware of the 
fleeting and fastness of the human personality and I have the comfort of spending my life 
working with people knowing that to bring another person even one glimpse of a higher 
order ... a deeper understanding . . . acceptance ... love. 
I came and saw a sunrise 
And my own awareness, often dark, 
Struggled to wipe the sleep from my eyes-to dawn-
And to see again the communion of man. 
I came and heard the song of acceptance 
And my own melodic need was met, 
Yet over the proviso of expectation. 
I came and felt human warmth 
And my own warmth for wife 
Children, family, life grew 
And fertilized my soul. 
I came and tasted the sweet atmosphere of honesty and concern . 
And felt ashamed that I had lost and needed to rediscover .. . 
I came and the perfume of beautiful 
People made me want to join 
And learn to give 
And learn to give peace to man-to you . 
Creativity, contentment, the two are inverse. But who here is content? Therapy of the 
psyche is the most fundamental, profound and difficult of arts. Jesus such an art, the 
nurturing of a personality! 
* * * 
Once upon a time, a coal miner's wife 
decided that she did not want any more 
children and visited her local family planning 
clinic. The lady did not care for the pill nor 
did she like the idea of an intrauterine 
HAMIL TON , N.Z. (Reuter)-A man has tried 
to enter his mother-in-law in the royal dog 
show here, in the hounds section for the best 
bitch. But the organizers are doubtful whether 
the entry is valid . The sender failed to give 
the breeding and did not enclose the entry 
fee. 
device. She was therefore fitted with a cap 
and instructed how to insert it every night and 
remove it in the morning. In less th an six 
months she returned-pregnant. Her husband 
was on night-duty. 
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Question : What is a Zebra? 
Answer : the biggest bra you can get. 
Viewpoints on Family Medicine Residency 
John F. Sangster, M.D., C.C.F.P. 
(Ed. Note: Last summer John Sangster finished a three-year Family Medicine Residency at 
St. Joseph's Hospital and is now in group practice in London.) 
INTRODUCTION 
In the past twenty-five years many changes 
have occurred in the practice of medicine. At 
the present time, perhaps one of the most 
challenging and controversial prob lems facing 
the medical profession is in finding the most 
effective means of delivery of health care 
within the confines of a rapidly changing and 
highly technological society. The current 
situation with respect to medical manpower 
shortage has revealed the fact that traditional 
methods of medical practice and medical 
manpower distribution are inadequate to meet 
these demands. As a consequence, systems 
of medical education must undergo drastic 
revisions in order to increase output in terms 
of quantity and in quality, i.e., to more 
adequately prepare the physician for medical 
practice in the 1980's. The government, in 
view of recent changes in health insurance 
plans and heavy responsibility in subsidizing 
the health sciences, is becoming more 
actively involved in making its own demands 
on the medical profession as a result of 
pressure from the people. The general public 
is becoming highly sophisticated in terms of 
their health care demands. The doctor is no 
longer placed on an omnipotent pedestal , 
never to be questioned, but is constantly 
being evaluated by his patients. Perhaps one 
of the most exciting areas in these new 
developments has been the renewed interest 
in primary contact medicine. The pendulum, 
having swung towards increasing speciali-
zation and sub-specialization, is now beginning 
to settle more in the middle with the 
development and need for the primary 
physician. One of the major methods devised 
to meet this demand has been the 
first attempt to provide specific training for 
primary contact medicine-with its emphasis 
on the vertical or ambulatory patient versus 
the horizontal or hospitalized patient. 
OBJECTIVES IN FAMILY MEDICINE 
Family medicine has been identified as that 
body of knowledge that incorporates the 
major disciplines of clinical medicine, 
together with the relevant parts of the social 
and behavioural sciences which influence 
health and disease. The major goal of a 
department of fami ly medicine might be 
summarized as the teaching and development 
of a well-trained physician in primary contact 
medicine. This involves the major concept of 
continuing comprehensive health care for the 
individual and his family. Emphasized are 
those specific areas of expertise peculiar to 
the family physician, the need for research in 
family practice, and the development of a 
clinical methodology applicable to the 
specific problems of the primary contact 
physician. The family physician is envisioned 
as the co-ordinator of the health care team. 
This involves proper utilization of paramedical 
or allied health professionals , including social 
worker, public health nurse and the various 
social agencies. The emphasis is on the 
medical problems of the families in the 
" community ". 
METHODS OF ACHIEVING OBJECTIVES 
In the following few paragraphs, I will try 
and indicate the course outline of my 
postgraduate training program. The 
prerequisite requirements were completion of 
satisfactory rotating internship with or without 
options in family medicine and psychiatry. 
The first year of the residency program 
consisted of a one-month locum tenens in a 
small town group practice. This was followed 
by a core block of 12-16 weeks of internal 
medicine, and an elective block of 12-16 
weeks during which time I served as 
assistant resident in Obstetrics and 
Gynecology. I then entered my practice 
rotation at the Family Medical Centre for 
sixteen months. During this time, I served as 
the family physician for an increasing number 
of families. This office practice experience 
was supplemented by enrichments in various 
sub-specialities , e.g . E.N.T. , Dermatology, 
Allergy, Drug Addiction , C.P.R.!. , Ortho-
paedics and Paediatrics, to mention a few. In 
addition time was spent in weekly seminars 
discussing problems of particular interest 
to the family physician and in developing a 
clinical methodology in family practice with 
respect to specific clinical problems-
headache, low back pain , fatigue, etc. The 
utilization of the health team in a clinical 
practice was demonstrated by a close 
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working relationship with a social worker and 
public health nurse. Perhaps one of the most 
valuable series of seminars was given by the 
business manager on practical problems of 
practice management and finance. 
An opportunity for participating in a clinical 
research project was encouraged. A 
significant proportion of time was spent with 
evaluation of interviewing technique and 
problem-solving ability through the use of the 
observation mirror and videotaped interviews. 
During my final year of residency, Balint-like 
seminars were formulated on an hour-per-
week basis with one of the psychiatrists at St. 
Joseph 's Hospital. The purpose was primarily 
a group discussion of psychiatric problems in 
family practice with reference to specific 
cases and the actual management by one of 
the members of the group. Areas of focus 
were on behavior of the physician in response 
to certain behavior and attitudes of patients , 
factors which are all too commonly ignored 
when discussing patient management 
problems. 
It has been a tremendously fascinating 
experience for me to look back upon the last 
two years of my medical career and 
recognize the many changes in myself and in 
my outlook for medical practice. 
I do not, by any means, wish to convey the 
thought that the goal has been clear-cut and 
easily identified from the beginning. In its 
embryo stages the residency program was 
filled with many problem areas and at times 
insurmountable frustrations. Fellow students 
and physicians all questioned frequently my 
choice of career or the need for taking extra 
training in order to be a general practitioner. 
The fact that one could hardly be expected to 
know all about ambulatory care from purely 
dealing with in-hospital medicine was at 
times the only concept which seemed to have 
• true meaning and consequently provided the 
necessary stimulus to continue with the 
residency program. 
One of the major objections voiced has 
been against the duration of the program. 
Students and physicians argue that this only 
further shortens the supply of primary contact 
physicians. It is hoped that with extra training 
and the use of the health team, a family 
physician will be able to care for a greater 
number of people and at the same time 
increase the quality of the health care 
delivered. It has been demonstrated that by 
simply increasing numbers of graduating 
doctors, the number necessary to meet 
projected health needs in the future cannot 
be fulfilled. 
Hopefully in the future, the duration ot 
training may be reduced in view of the 
development of undergraduate teaching in 
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family medicine, the development of effective 
clinical clerkships, and the development 
recently of straight internships in family 
medicine. At the time of my graduation there 
had been no exposure in the undergraduate 
curriculum to family practice ; thus a two-year 
post-graduate program could not really be 
considered as too long. 
Personally, it has been a very definite 
advantage in setting up my own private 
practice. Perhaps one of the most important 
areas has been the feeling of having an 
acceptable approach to solve the many varied 
problems confronting me daily. It is most 
satisfying to have an approach for handling a 
previously unexperienced problem. Other 
areas of importance to me were in business 
arrangements, concepts of group medical 
practice, and use of the health team. 
METHOD OF ASSESSMENT OF OBJECTIVES 
A method of examination has been 
developed to determine whether or not the 
individual has acquired an acceptable level of 
competence in specific areas of family 
medicine. This examination is designed to 
assess both practice-eligible and residency-
eligible candidates. In the recent 
examination in June, 1970, by the College of 
Family Physicians of Canada, one-hundred 
and seven of a total of one hundred and 
twenty-two candidates were successful. This 
represents an overall pass rate of 87% (80% 
of the residency-eligible group, 91% in a 
highly selected practice-eligible group). The 
examination tests the following areas: the 
recall of factual information; the observation 
and interpretation of clinical data; problem 
solving ability and clinical judgment; the 
ability to relate effectively and demonstrate 
desirable attitudes ; and one's overall ability 
to perform as a doctor. These aims are 
accomplished through use of multiple-choice 
questions, film strips, problem-solving rub-
outs , formal oral exams, and simulated office 
practice with the use of programmed patients. 
This type of examination was certainly more 
interesting and enjoyable than previously 
experienced examination techniques. One was 
required to perform in the same manner as he 
~ould in his own office. This is perhaps the 
f1rst assessment of what a physician does 
other than just testing his recall of previously 
memorized facts. 
Maintenance of certification is dependent 
upon continued post-graduate study credits. 
A total of 100 hours is required in a two-year 
period. This is the only specialty in medicine 
which requires evidence of continued post-
graduate education in order to maintain one 's 
certification and membership status. 
FUTURE OUTLOOK 
All the answers are not known at present ; 
the road ahead remains undefined in certain 
areas ; but the role of the family physician is 
certainly bound to be one of the major areas 
of growth and development in the next two 
decades in the evolution of health care. To 
have been a part of these early changes has 
been a challenging experience. I hope that 
this background will enable me to be aware of 
future changes and to be able to contribute 
to them in some way. 
To those who are interested in a career in 
* * 
family medicine, a close look at the res idency 
programs (nine programs available as of July 
1, 1970) would be invaluable prior to reaching 
one's final decision. The programs will 
change rapidly as the methodology and 
specific areas of expertise of the family 
physician are refined and defined. I feel that 
the answer to the question, " Why is it 
necessary to have any specific training in 
family medicine?" soon will be readily 
apparent to all. This is the challenge which 
must be met by all of us committed to this 
concept of primary medical care. It still 
remains to be proven beyond all reasonable 
doubt, and this is the task at hand as I see it. 
* 
" A physician 's duty to his patient has been 
brilliantly epitomized as: 
Guerit quelquefois-To cure occasionally. 
Goulage souvent-To relieve often. 
Consoler toujours-To comfort always. " 
A Primer of Medicine: Pappworth 
"It is usually true to say that if after a well-
taken history the clinician has no reasonable 
idea of the likely diagnosis, then it is unlikely 
that he will be much wiser after a full 
examination. " 
A Primer of Medicine: Pappworth 
"To study medicine without books is to sail 
an uncharted sea, whilst to study medicine 
only from books is not to go to sea at all. " 
* 
Sign in a doctor's office: "Ladies in waiting 
room will kindly refrain from exchanging 
symptoms. It gets the doctor confused. " 
A young surgeon received a phone call from 
a colleague who invited him to make a fourth 
at bridge. 
* 
Sir William Osier 
* 
Some doctor just invented a new miracle 
drug that is so powerful , you have to be in 
perfect health to use it. 
A nurse was showing a new patient to his 
room. 
"Going out, dear?" asked his wife 
sympathetically?" 
"I'm afraid so," was the brave reply. "It 's 
a very important case. There are three doctors 
there already." 
"Now," she said. "We want you to be 
happy and enjoy yourself while you are here, 
so if there is anything you want that we 
haven 't got let me know and I'll show you 
how to get along without it. " 
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Pathological Photoquiz 
These are two photomicrographs from the kidneys of a 19 year old girl who was 
suffering from proteinuria and renal failure. What is your diagnosis? 
History and answer are on page 67. 
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Etiology and Pathogenesis of 
Sarcoidosis-Current Concepts 
" Sarcoid is a systemic granulomatous 
disease of undetermined etiology and 
pathogenesis. Mediastinal and peripheral 
lymph nodes, lungs, liver, spleen , skin , eyes, 
phalangeal bones, and parotid glands are 
most often involved, but other organs or 
tissues may be affected. The Kveim reaction 
is frequently positive, and tuberculin-type 
sensitivities are frequently depressed. Other 
important laboratory findings are hyper-
calciuria and increased serum globulins. The 
characteristic histologic appearance of 
epithelioid tubercles with little or no necrosis 
is not pathognomonic and tuberculosis, fungal 
infections, beryllium disease and local sarcoid 
reactions must be excluded. The diagnosis 
should be regarded as established for clinical 
purposes in patients who have consistent 
cHnical features, together with biopsy 
evidence of epithelioid tubercles or a positive 
Kveim test." ' 
This definition was formulated at the First 
International Conference on Sarcoidosis in 
Washington , D.C. , in 1960. 
That meeting occurred 91 years after 
Jonathan Hutchison of London (England), and 
Carl William Boeck of Christian (now Oslo) 
each described a patient with a new 
cutaneous eruption (1869) . Their patients are 
believed to be the first two cases of 
cutaneous sarcoidosis ever described. 
Names for various manifestations of 
sarcoidosis reflected the idea that such 
"entities" as " lupus pernio", " tuberculous 
large cell lymph node hyperplasia", " osteitis 
tuberculosea multiplex cystoides " were really 
manifestations of tuberculosis , perhaps in a 
different phase. Max Pinner, editor of The 
RevieVO:, (American Review of Tuberculosis), 
for a ttme sought to have the name " non-
caseating tuberculosis" adopted for 
sarcoidosis. The concept that sarcoidosis 
represents an unusual phase of tuberculosis 
was popular through the, 30 's and, 40's, 
particularly among chest physicians. But after 
World War II , this hypothesis lost favour for 
several reasons. The rapid fall in prevalence 
of tuberculosis without a fall in prevalence of 
sarcoidosis was one. Another was the total 
ineffectiveness of potent antitubercu lous 
drugs when used in the treatment of 
sarcoidosis. 
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Dr. D ave Spence '70 
It may not be too long before we realize 
that the most important factor was the 
inability of physicians to think in terms of 
broad biological concepts. Here I refer to the 
lessons of hyperparasitism, long known in 
nature and expressed by Jonathan Swift in 
1773-" A flea had smaller (fleas) that on him 
prey ". 
Buckley, in a paper in the Annals of 
Internal Medicine, 1966, in which he 
speculated on the role of mycobacteria and 
mycobacteriophages in sarcoidosis, turned 
Swift's phrase around to express an exciting 
concept of hyperparasitism and its possible 
effect on the human response to myco-
bacteria-the idea that " the response of the 
greater flea to the least flea may alter the 
bite placed on the greater flea by the lesser 
flea"." 
It's because of the biological interest of this 
concept, and not necessarily the rightness of 
it, that I will focus here on the roles of 
mycobacteria (the lesser flea) , myco-
bacteriophages (the least flea) , and the 
altered immune response in sarcoid patients 
(the greater flea) in sarcoidosis (the bite!). 
First, I would like to (a) review the 
evidence for the existence of mycobacteria 
and phages in sarcoid. Then I will (b) describe 
some of the immunologic abnormalities in 
patients with sarcoid . Finally, I will try to (c) 
explain how they may interrelate. 
A. I EXISTENCE OF MYCOBACTERIA 
(a) Isolation-There have been a few 
reports of mycobacteria cu ltured by ordinary 
techniques from tissue of sarcoid patients. 
These were from Whitehead , in 19802, Buck 
and McKusick, 1961 ', Kent and Elliot 1967' 
and Senger et al, 19685• ' ' 
(b) In addition, there have been reports of 
mycobacteria observed by histological 
techniques in sarcoid lesions, the most 
convincing (or persuasive) by fluo rescent 
auramine rhodamine stain. In one series 
reported by Richter and Bartak, 1969' , all of 
thirty-two patients with sarcoid were shown 
to have mycobacte ria. Others disagree, of 
course, and call what they see pine pollen 
reticulin fibres and so on. ' 
II EXISTENCE OF LYSOGENIC MYCO-
BACTERIA AND MYCOBACTERIOPHAGES 
Edith Mankiewicz and her associates in 
Montreal , beginning in 1961 , have published a 
series of striking findings which may 
characterize the lesser and least flea, and 
part of the response of the greater flea. 
(a) In 1961 , they reported that bacterio-
phages lytic for mycobacteria can be isolated 
with great frequency from stool and tissue of 
patients with T.B. and sarcoid , while patients 
with other than these diseases are seldom 
found to harbour mycobacteriophages.' 
(b) In 1962' , they showed that whi le T.B. 
patients have high titers of phage-neutralizing 
antibody, sarcoid patients have no antibody 
for phages lytic for only virulent tubercle 
bacilli , and little or no antibody for phages 
lytic for saprophytic and virulent myco-
bacteria. 
(c) In 19639 they showed that in the 
absence of phage-neutralizing antibody 
(P-N-Ab) , phagolysis and lysogenic conversion 
proceed, resulting in emergence of bacteria 
so modified as to be unrecognizable as 
tubercle bacilli , but which after several 
passages in media containing P-N-Ab, re-
emerge as virulent tubercle bacilli. They also 
used P-N-Ab in culture media, and were able 
to grow five strains of mycobacteria from 
lymph nodes of sarcoid patients. 
(d) In 1964'0, they grew seven strains of 
mycobacteria from twelve sarcoid specimens. 
On first isolation, they found large bodies, 
coccoid and clubbed bacillary forms and ring 
forms ; only some were acid-fast. Repeated 
subculture yielded pigmented colonies of 
acid-fast bacilli , which were lysogenic. 
inoculation of animals with these lysogenic 
strains produced a granulomatous reaction in 
the lymph nodes, spleen and lungs of the 
animals , and atyp·ical mycobacteria were 
cultured from the lesions. 
She also demonstrated that variant phages 
were produced, and has since done a great 
deal of sophisticated work in characterizing 
the phages and their transformations. 
Ill TRANSFER OF AGENTS FROM 
SARCOIDOSIS 
(a) In 1967" Schwerger and Mandi showed 
that lymph nodes extracts from patients with 
sarcoid stimulated increased respiration 
(15%) of circulating leukocytes of sarcoid 
patients. Schweiger then , in 1970" , showed 
that spleen extract from guinea pigs injected 
with sarcoid leukocytes would increase 
leukocyte respiration of 85% of sarcoid 
patients with only 9.5% of controls showing 
that response. 
(b) D.N. Mitchell , in 1969 13 , transferred both 
sarcoid granulomata and the Kveim response 
to mice by injecting sarcoid lymph node 
homogenates into foot-pads. Kveim tests were 
done in the ears and were not positive in any 
of the control mice. Immunologically deficient 
mice did not differ in their response. 
(c) Behrend in 1968" demonstrated passive 
transfer of Kveim reactivity by circulating 
lymphocytes of sarcoid patients. 
IV RESPONSE TO TESTING WITH 
MYCOBACTERIAL ANTIGEN 
(a) Antibodies to Mycobacteria 
I Chapman and Speight in 1964" tested 280 
patients , 98 from outside the U.S. , and 767 
controls, against mixed antigens from 
Runyon 's groups I, II and Ill , and against 
mycobacterium tuberculosis (H37 Rv) . 79.7% 
of sarcoid patients reacted to mycobacterial 
antigen. Only patients with uveitis (75.5%) 
and mycobacteriosis (49% ) reacted more than 
50% as frequently as sarcoid patients. Of the 
controls, excluding patients with uveitis, only 
24.7% were reactive (controls included 
mycobacteriosis and T.B.). Reactions to 
myco-tuberculosis (H37 Rv) were half as 
common in sarcoid patients as in controls 
excluding T.B. patients. 
II In response to the suggestion that the 
enhanced reactivity of sarcoid patients was a 
non-specific reaction , Chapman et al '5 further 
studied the antibody response. He compared 
antibodies in uveitis patients with those of 
servicemen recently d iagnosed as sarcoid , 
separating lgM and lgA by density-gradient 
centrifugation. In nine of thirteen sarcoid 
patients, antibody was found in lgA and lgM 
(heavier fractions) , while antibody occurred 
there in only two of ten uveitis patients. There 
was no antibody to typhoid in lgA or lgM, 
although all servicemen are immun ized 
against typhoid. With time and steroids, 
antibody moved into the lighter fractions. He 
concluded that the antibody response was 
new, and specifically directed against myco-
bacterial antigen. 
(b) Cutaneous Reactions of Household 
Contacts of Sarcoid Patients 
Chapman et al showed in 1964'• that 
household contacts of sarcoid patients react 
to antigens of a typical mycobacteria with 
some frequency as do contacts of patients 
with M. Kansii , and that both groups react 
twice as often as do controls (statistically 
significant) . He also commented that T6D6, a 
scotochromogen (Group II) , does not elicit a 
delayed hypersensitivity response, even in 
people with antibodies to it. 
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B. ABNORMALITIES IN IMMUNOLOGIC 
RESPONSE 
1. Impairment of Delayed Hypersensitivity-
100f20? 
Anergy to tuberculin has long been 
recognized as a ca rdinal feature in sar-
coidosis. In addition , sarcoid patients exhibit 
diminished responses to other common 
biological antigens-Trichophyton, mumps 
and even to patent chemical haptens-
dinitrochlorobenzene. 
Nitter in 1953" and others '' •• have 
described sarcoid patients in whom positive 
tuberculin responses were present before the 
onset of sarcoid, disappeared during the 
illness and reappeared following recovery. 
This phenomenon is interpreted as indicating 
that the anergy is a manifestation of sarcoid . 
(a) Lordon et al in 196820 examined the 
relationship of delayed hypersensitivity to 
activity of sarcoidosis. They tested patients 
with active and inactive sarcoid against 
mumps, trichophyton , candida and second-
strength PPD, and found that while only 42% 
of patients with active disease responded , 
73% responded of those with inactive disease. 
The hyporeactivity was shown to be quite tran-
sient (two months) . They also found a markedly 
diminished response to atypical myco-
bacterial antigen (Only two patients of forty 
reacted even though 54% came from areas 
where 64-74% of normals react , and another 
17% came from 40% reactor areas.) 
(b) Israel and Sones in 1965" , on the other 
hand, found that sarcoid patients failed to 
react to tuberculin in 74.1% of cases , that the 
incidence of reaction did not change with 
activity of disease, and that patients 
recovered from sarcoid were generally not 
• converted by BCG-some transient 
conversions did occur. Contacts of T.B. 
patients, given BCG, uniformly converted . Ten 
of the recovered sarcoid patients tested with 
Kveim antigen were negative. 
Israel and Sones cite evidence that an 
immunologic defect may precede sarcoid , 
and may be a prerequisite. 
I) Brune and Perrin-Fayolle in 196422 
described eight vaccinated patients in whom 
sarcoid developed one to eight years later. 
They noted that the tuberculin reaction 
remained or became negative before the 
onset of sarcoidosis. 
II) Jorgensen in 196423 reported a patient 
unsuccessfully vaccinated with BCG at age 
13, who developed sarcoid at age 18. The 
children of a brother and sister who had 
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sarcoidosis were found to be tuberculin-
negative despite a history of BCG vaccination 
after birth. 
II LYMPHOCYTE TRANSFORMATION 
(a) Hirschorn et al in 196425 demonstrated 
increased lymphocyte transformation in 
sarcoid patients when exposed to Kveim. 
(b) Langner et al in 1969" showed that 
PHA-stimulated lymphocyte transformation 
was significantly inhibited in all cases of 
active sarcoid . Inhibition was independent of 
the phase of disease (how far it had 
advanced) , but was clearly correlated with 
activity, so that patients in remission had four 
times the transformation exhibited by patients 
with active disease. Controls showed more 
than twice as much transformation as even 
patients in remission . 
Ill HUMORAL ABNORMALITIES 
(a) Buckley et al in 1966" correlated both 
humoral and cellular alterations with activity 
of disease. He showed that striking elevations 
of lgA and complement were present in active 
disease, but increased complement was not 
evident in inactive disease. He observed a 
correlation between clinical activity and 
failure of lymphocytes to transform in 
response to PHA. Patients in remission had 
35.5% conversion ; patients in exacerbation 
had 5.3% conversion , while controls showed 
42.7% conversion . 
(b) Turkington and Buckley in 1966" 
demonstrated macrocryoglobulinemia at the 
onset of a case of sarcoidosis. Changes in 
immunoglobulins in time were correlated 
with other immunologic parameters. They 
viewed these findings in light of the "normal" 
sequence: lgm-lgA-IgG, concluding that this 
was part of an early phase of an unusual 
immune response, perhaps pathogenetically 
significant. 
IV FAMILIAL TENDENCY? 
(a) Jorgensen's" family. 
(b) Identical twins in Toronto with 
sarcoidosis. 
C CONCLUSIONS 
Investigations of the last decade provide 
imposing evidence that early " sarcoidosis 
men", in thinking that sarcoid was an unusual 
phase of tuberculosis, may have out-thought 
their rather concrete successors. Mankiewicz, 
in reviewing her work , proposed in 1964'0 that 
variant phages of different antigenic com-
position determine a shift in antibody 
reaction. Antibodies and phages act as 
selective agents and determine the survival 
or length of survival of certain mycobacteria 
with biological characters, and a patho-
genecity different from that of the parent 
strain. 
This proposal is imaginative and spotlights 
the least flea, as well as the lesser flea, but 
tends to leave altered Immunology somewhat 
in the dark. At the time , thinking was that 
altered Immunology was secondary to the 
disease. But Israel and Sones" felt that their 
demonstration of persistent anergy in patients 
recovered from sarcoid , and the transient 
nature of BCG conversions, indicated the 
possibility that positive tuberculin reaction , 
previously reported in sarcoid patients, before 
the onset of disease, could also have been 
transient phenomena. In the light of the 
patients of Brun and Perrin-Fayolle22 , and of 
Jorgensen 's family 23 , they proposed that the 
anergy manifested by sarcoid patients may 
be a pre-requisite to sarcoid , not a 
consequence. Buckley", in commenting on the 
transient (activity-related) depression of 
delayed hypersensitivity, recalls that such 
transient depression has been observed in 
viremia " , and can be correlated temporally 
with production of interferon by suspensions 
of human leukocytes' 0 " . In addition, an 
interferon-like inhibitor of viruses, produced 
by PHA-stimulated leukocytes, has been 
demonstrated" . Buckley" relates the transient 
impairment of delayed hypersensitivity and of 
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Art and Medical Science-The Mural 
MY IMPRESSIONS 
Big and Expansive 
Detailed, Intricate, Many Shapes 
Rough , Solid , Clay 
A Puzzle 
THE ARTIST 
Jordi Bonet, a thirty-eight year old 
Canadian artist was born and studied art in 
Spain. He lost an arm at age seven. He has 
been in Canada since 1954, working out of 
Montreal , doing painting in oil and ink. He 
studied Ceramic Art, and ceramic mu rals are 
now his chief interest. His fee ling for medical 
science is emphasized on the mural by his 
inscription " A mi padre, medica"- "To my 
fath er, a doctor" (lower left-hand corner of 
the mural) . 
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Ross Cameron '72 
THE MURAL 
Made on sixty-two separate clay tiles in 
high relief. The Theme is Man-The Searcher, 
The Scientist. In the centre of the mural 
stands an elongated human being with two 
profiles-on the right, man 's ; on the left, 
woman 's. Woman 's womb (1) and the arrow of 
man 's virility symbolize mankind 's creative 
power. (Ed. Note : The choice of this portion as 
our new cover was an obvious one.) The 
woman 's hand in a circle of f lowers (2) is a sign 
of beauty, tenderness and sensitivity. Outgoing 
projections to the right of the man's eye (3) 
represent the aggressive aspect of his nature. 
In a symbolic transposal of surgical 
instruments (4) Bonet presents the sculptor's 
tools, through which the analagous conception 
is realized-knives, scrapers, engraving tools 
and plumb line. On the left side of the mural 
are presented the elements known to man, as 
the retinal rods and cones (5), and bound by 
small boxes (6) the unknown elements, so far 
only imagined by man and waiting to be 
discovered and released . 
6 
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Cryosurgery In Ophthalmology 
INTRODUCTION : 
The use of low temperatures in eye 
surgery has been one of the most important 
developments in recent years for ophthal-
mology. It has made cataract extraction much 
safer, has improved the technique for 
treatment of retinal detachments and has 
suggested possibilities for the treatment of 
glaucoma which is refractory to other 
therapeutic modalities. It may also be of 
value in the management of small ocular 
tumors. 
HISTORY: 
Cryosurgery was used successfully by 
Deutschmann and Bietti in 1933 for the 
treatment of retinal detachments. However, 
Bietti used dry ice as a freezing agent and the 
method was quite cumbersome so that it did 
not become popular at that time. Recent 
improvements in instrumentation have made 
cryosurgery more practical and the following 
units are now available. 
Glen L. Oliver, M.D., M.Sc. , F.R.C.S.(C) 
CRYO UNITS AVAILABLE 
1 Carbon Dioxide Gas Unit : 
In the mid- '60's, Amoils designed a probe 
the size of a ballpo int pen. The refrigerant in 
this unit is compressed carbon dioxide gas 
and at the present time it is probab!y the 
most satisfactory unit for eye su rgery. Figure 
1 is a photograph of the unit with attached 
foot switch and a cryo pencil. Figure 2 is a 
diagram showing a cross-section of the cryo 
pencil. 
Advantages: 
The freezing probe is small which makes it 
quite easy to handle and it has a very rapid 
freezing rate. The carbon dioxide is contained 
in large tanks which require infrequent 
changing and the carbon dioxide gas is 
quite inexpensive compared to the other 
available gases. 
Figure 1: Carbon dioxide gas unit with attached foot switch and a cryo pencil. 
JOULE THOMSON 
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Figure 2: Cross section of the cryo pencil. 
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Disadvantages: 
After several prolonged applications the 
defrosting time increases and consequently 
the operating time increases as well. 
2) Liquid Nitrogen Unit : 
In 1958 Cooper introduced liquid nitrogen 
as a freezing agent in neurosurgery using the 
Linde unit.' This machine was first used by 
Lincoff in retinal detachment surgery in 1962.' 
Advantages: 
This unit provides the greatest range of 
temperatures and the control of freezing 
temperature is probably the best of all the 
available units. Because of the low temper-
atures produced by this unit it produces the 
best destruction of tissue. 
Disadvantages: 
The probe is quite large and cumbersome 
as it is necessary to have a large probe for 
heat-removing capacity. It is slightly 
unreliable because of freezing of the water 
vapour which stops the flow or refrigerant. 
However, this problem has been solved by 
using liquid nitrogen from which water has 
been extracted. 
3) Frigitronics Unit: 
Shea and Kelman popularized this unit 
which uses Freon gas. 
Advantages: 
The probe and equipment are more 
compact than the Linde unit making it easier 
to manipulate the probe. 
Disadvantages: 
The tubing attached to the probe is quite 
bulky and the freezing rate is slower. The 
Freon tanks have a low capacity requiring 
frequent changes of tanks. However, this has 
been circumvented in the latest models which 
use nitrous oxide gas. 
4) Carbon Dioxide Snow: 
A small convenient probe has been 
developed in Holland, in which a cigarette 
sized piece of dry ice is placed. When the 
dry ice is used the probe is unscrewed and 
another rod of dry ice is placed in the probe. 
Advantages: 
The probe is self-contained and is not 
attached to any intake or outlet tubes. 
Disadvantages : 
A lengthy operation may have to be 
interrupted in order to replace the carbon 
dioxide snow. There is also no defrost 
mechanism. 
EFFECTS OF FREEZING ON THE EYE 
In retinal surgery it has been shown 
histologically that the main effect of a 
standard cryo lesion at -40° centigrade is on 
the retinal cells. The choriocapillaris is 
affected next and the large choroidal and 
retinal vessels are affected least of all. The 
conjunctiva, sclera and extraocular muscles 
are essentially undamaged apart from a 
transient edema. These facts permit a method 
of treatment without surgery, by transcon-
junctival application which makes 1ts use 
similar to that of photocoagulation for retinal 
detachments. 
In the field of glaucoma therapy, the 
application of sub-freezing temperatures to 
the ciliary body results in a decreased rate of 
aqueous flow resembling the changes 
observed when cyclodiathermy is used. The 
use of cold is more select ive in natu re and 
less destructive than cyclodiathermy and 
therefore seems to have fewer complications 
and fewer disadvantages. 
In cataract surgery, cryocautery has been 
used to freeze the lens in situ , thus facilitating 
the extract ion of a hard frozen lens rather 
than a soft fragile lens as is the case in the 
more orthodox cataract extraction. 
CLINICAL APPLICATIONS 
1) Retinal Detachment Surgery : 
Gonin in 1919,' demonstrated that the suc-
cessful treatment requi res the incorporation of 
the retinal break into a chorioretinal scar. 
Following this, the search began for the best 
technique and instrumentation to produce this 
adhesive chorioretini tis. Thus ignipuncture, 
chemical cautery, electrolysis , cryo cautery 
and diathermy were all developed. Diathermy 
won out for a considerable time and was 
popularized by Weve' and soon became the 
standard method for treating retinal detach-
ments. In 1949, Meyer-Schwickerath 
developed the technique of photocoagu lation.• 
With the development of the Zeiss light 
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coagulator in the 1950's, one now had an 
excellent method of treating a whole array of 
fundus lesions with a destructive 
chorioretinitis as well as the ability to seal off 
retinal tears. Following this Laser 
coagulation was also developed but because 
its source was a ruby crystal and its lesion 
was produced by a pulse, its use for 
treatment of vascular lesions was not too 
successful. 
2) Transconjunctival Use 
This is certainly the most apparent 
advantage of cryotherapy. Patients with 
peripheral retinal tears that previously would 
be treated by photocoagulation or diathermy 
through a conjunctival incision a.re no:-v more 
easily treated by scleral depressiOn w1th the 
cryo probe under topical anaesthesia. In 
patients with recent tears and vitreous 
hemorrhages, this operation can be performed 
readily at a time when photocoagulation 
would be difficult, if not impossible. In 
patients with cataracts or lens opacities 
similar advantages occur. 
As mentioned above, damage to the sclera 
from freezing is minimal. This , combined with 
the ease of freezing the pigment epithelium 
and retina through full-thickness sclera, has 
eliminated the need for scleral undermining 
procedures in many cases. Cryotherapy does 
not cause necrosis of the underlying sclera 
and this, therefore, decreases the amount of 
dead tissue available for contaminating 
bacteria to thrive in. During the operation, the 
most apparent evidence of lack of scleral 
damage is the softening of the globe that 
occurs with cryotherapy in contrast to the 
increase in intraocular pressure accompanying 
the shrinkage of the sclera caused by 
diathermy. At the time of operation, the 
apparently normal sclera which has been 
• frozen is in marked contrast to the changes 
in the sclera which has been treated with 
diathermy as it appears quite necrotic and 
blackened. 
Figure 3 shows a cryo application being 
applied through a conjunctival incision to a 
posterior retinal tear. The probe is applied to 
the outer surface of the sclera and it can be 
seen that an ice ball has formed inside the 
eye. 
3) Cryosurgery as an Adjunct to Scleral 
Buckling procedures for Fully Detached 
Retinas 
If a silicone implant is required to indent 
the sclera and choroid in order to close the 
retinal tear, cryotherapy is used along with 
the silicone implant to help close the retinal 
tear permanently. 
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If a previous operation for the detached 
retina has included extensive surface 
diathermy it is not necessary to expose the 
tissues down to the sclera. One can leave 
a layer of tissue overlying the necrotic sclera 
and then merely freeze through it and a,pply a 
full thickness buckle as desired. If the 
previous operation featured a buried implant 
underneath scleral flaps , this may be left in 
place and cryothermy applied anterior or 
posterior to it through full-thickness sclera. 
if the implant was a silicone band. 
Cryotherapy, by spreading through and 
around it, will give adequate reaction without 
re-exposing the bed. 
4) Prophylactic Treatment of Retinal 
Detachment and Treatment of Subclinical 
Detachments 
1: Lattice Degeneration: 
This condition presents as pigmented 
equatorial scars in the retina and is usually 
associated with obvious sclerosed vessels 
passing through the affected areas. The 
affected areas are prone to develop retinal 
tears at their edges which progress to a 
full retinal detachment. 
Technique: If the lesion is situated anterior 
to the equator of the globe a conjunctival 
incision is not necessary. However, if it is a 
larger more posterior lesion, then a 
conjunctival incision is required for insertion 
of the probe as shown in Figure 3. 
Applications may be made over muscles or 
vortex veins and all applications should be 
observed with the Schepens indirect 
ophthalmoscope to make sure that over-
freezing does not occur. 
2: Peripheral Round Holes Near the Ora 
Seratta: 
These are treated in a similar fashion to 
lattice degeneration and may be performed on 
an out-patient basis under topical anaesthesia. 
3 : Cryosurgery in other fundus lesions 
Eal 's disease, angiomatosis retina (Von-
Hippel Lindau disease), Coates' disease, 
Sickle cell C, vascular proliferation after 
branch vein or artery occlusion, diabetic 
retinopathy, miscellaneous conditions 
(telangiectasis , aneurysms, retinitis 
proliferans, etc.) are vascular conditions 
which may be treated by cryo coagulation if 
the lesion is in an area accessible to the 
probe. 
5) Cryosurgery for Glaucoma 
Cryosurgery should be considered an 
adjunct in the treatment of glaucoma; in most 
cases it should be done in addition to but 
Figure 3: Cryo application being applied over a retinal 
tear under indirect ophthalmoscopic control. 
not instead of the more orthodox filtering 
procedures. Furthemore it should be 
considered only if maximum medical therapy 
is insufficient to control this disease. 
The best indication for this new procedure 
is mainly in elderly patients with advanced 
glaucoma such as advanced chronic simple 
glaucoma, advanced aphakic glaucoma or 
advanced narrow-angle glaucoma. 
When the probe is applied to the eye, an 
ice ball forms inside the eye and the ciliary 
body is contained within this ice ball. This 
freezing produces a marked vascular reaction , 
mainly fresh hemorrhages in the ciliary body. 
The epithelial layers of the ciliary body there-
fore become atrophic. However, regenerate 
within six months and the procedure will 
then have to be repeated. 
6) Cataract Extraction 
When the cryo probe is used for a cataract 
extraction, the usual limbal incision is made 
superiorly. However, when it is time to extract 
the cataract, an assistant must retract the 
corneal flap and the iris so that the ice ball 
does not touch either of these structures. The 
great advantage of the cryo probe over other 
methods of grasping the lens is that it 
adheres not only to the capsule but also to 
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instance of major complications. 
7) Cryosurgery for Intraocular Tumors 
Small retinoblastomas can be completely 
destroyed by repeated cryo applications, 
but the surgeon must be quite sure that 
the entire tumor has been destroyed and 
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patients at very frequent intervals. 
SUMMARY 
Cryosurgery has been one of the major 
advances for ophthalmology during the past 
decade. Cataract extraction has been made 
much safer, the management of retinal 
detachments and lesions predisposing to 
retinal detachments has been made much 
easier and cryosurgery has many other 
possibilities in the fields of glaucoma and 
intraocular tumors. 
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A Sellar-Yearman Approach To 
Medical Examinations 
66 
D. M . Chapman,Ph .D. 
Halifax, Nova Scotia 
Everyone agrees there is an information explosion in the Medical Sciences and that 
educators must constantly reassess their aims and course content as well as teaching 
methods. Not too many generations ago medical students laboured over pharmaceutical 
botany and such anatomical minutiae as the differences between th e metatarsals, but as 
more worthwhile material was discovered, so therefore, energy was rechannelled to the 
study of newer fields like radiology and immunology. Advances are such that med ical 
education cannot stop at graduation but must cont inue throughout th e doctor's ca reer ; 
nevertheless, there are some facts that every student and graduate ali ke shou ld know 
thoroughly. W. C. Sellar and R. J. Yeatman real ized this with respect to th e study of history 
and expressed their views in their well-known book, 1066 and All That. Here the didactic 
approach was to stress the essentials and bedamned-the-rest. 
With the same view in mind, I have tried to compose a short examination to test both 
the medical student and the graduate ; and lest it be said doctors are an uncu ltu red lot, 
some of the questions have been engineered to jogg le the finer realms of the psyche. 
Although this test is slanted towards my own inte rests in anatomy, the same approach 
could be adapted to the other fields of medicine. 
GROSS ANATOMY 
1. How many lumbar vertebrae are there? (Be brief) . 
2. Arrange in order; middle constrictor, inferior constrictor and superior const ric tor. 
3. Who studies aponeuroses? (a) psychiatrists or (b) Fascists. 
4. What is a ligament? (Make your answer ostentatious) . 
5. Which is more alike ; the spleen or the liver or vice-versa. 
6. Account for the variability in the relationship of the uterus to Tyson 's glands. 
7. What are the salient features of the scaphoid bone? 
8. How would you confuse : 
(a) Cremaster with an Indian chi ef? 
(b) Cryptorchid with funeral flowers? 
(c) A certain male sex gland with a Seminole vehicl e? 
(d) Circumcision with penal reform ? 
(e) Dermatome with skin book? 
MICROANATOMY: 
9. Did anybody say, " Sweat glands are coiled like a fairy's intestine" ? 
If not, who did say it? 
10. Have you the faintest recollection of: 
(a) The histology of the induseum griseum ? 
(b) The development of glomus coccygeum? 
11. What do you have the faintest recollection of? 
CLINICAL ANATOMY : 
12. What is the prognosis for apodictic prolixity of the epithalamium? 
(Bring Galen into your answer). 
CULTURAL ANATOMY: 
13. Give a brief account of the contribution made to anatomy by the following workers : 
(a) The American woman, Amelia Foote. 
(b) The Italian, llio Costalis. 
(c) The Englishman, Lord Osis? 
14. Where would you hear the best music? 
(a) Bank of Broca? 
(b) T. Dorsi? 
(c) Cytologist (i.e. cellist)? 
(d) Public symphony? 
15. Use an apostrophic anacoluthon to express your love of anatomy. 
-from the Dalhousie Medical Journal 
* * * 
U.W.O. Medical Journal Prize 
As announced in the first issue, the winner of $25.00 for the best article in last year 's 
four issues was to be revealed in this issue. We were unable to decide upon one paper 
since two were judged to be equally high quality. As a result we shall give two $25.00 
awards for last year, one for a " scientific " article and one for an " impression" artic le. The 
winners are: " The Rationale for Therapy of Parkinson 's Disease"-David Spence, 
" Adolescent Medicine"-Jock McKeen. 
The editorial staff offers congratulations to Dave and Jock and insists that both use 
their winnings on a c linical study of the effect of alcohol on the day-to-day funct ioning of 
an intern. We also urge potential contributors to allow our bribe to reach their inner 
conscience and produce articles. And may we stress again that articles need not be 
medically oriented. The success of a journal such as this one depends upon a balance 
between medical and non-medical articles. Let your motto be, " Consider. Create. Collect. " 
* * * 
Answer to Pathological Photoquiz 
These photomicrographs are from the kidneys of a 19 year old girl who developed a 
rapid ly progressive nephrotic syndrome and renal failure, with arthralgia and recurrent 
congestive heart failure. She had a typical mask-like rash on her face and a positive L.E. 
test. Following a prolonged exposure to sun, her condition deteriorated rapidly. 
The first photomicrograph shows diffuse thickening of the capillary basement membrane 
of the glomerular tuft (wire-loop appearance) . The second photomicrograph shows focal 
fibrinoid necrosis of the peripheral portions of the tufts , with fusion of the cells forming 
multinucleated cell masses, some of which show ill-defined granular structures which have 
a lilac colour with H&E stain (Hematoxylin bodies). An intracapillary thrombus is also seen 
(arrow) . The appearance is characteristic of disseminated lupus erythematosus. 
Provided by: 
I. Ramzy Saeed, M.D. 
Department of Pathology, 
Victoria Hospital. 
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Cystic Fibrosis: Metachromasia In 
Cultured Leucocytesl 
It is generally believed that cystic fibrosis 
is a hereditary disease which has an 
autosomal recessive mode of inheritance. With 
a unique exception, the parents of an affected 
child are heterozygous for the relevant gene 
and thus have a 1 in 4 risk of having children 
who, being homozygotes, have the disease. In 
a mixed Caucasian population one person in 
twenty-five is a carrier. ' Consequently, it 
would be of considerable practical value to 
determine who is a carrier and who is not. 
This is particularly true for members of a 
family where the disease has occurred. While 
one can be confident that a parent of an 
affected child is an obligatory heterozygote, 
it would be of importance to apparently 
normal relatives to know whether they are 
carriers or not, since their reproductive 
activities might be modified by that 
knowledge. This has not been possib le by the 
usual clinical screening methods up to the 
present time. 
Within the past two years the use of tissue 
culture methods have become exceedingly 
important tools in the detection and detailed 
study of a wide variety of hereditary 
metabolic diseases. Nadler, for example, lists 
approximately 26 metabolic errors , the bio-
chemical lesion of which has been 
demonstrated in cultured cells.' One of the 
more useful methods is the skin fibroblast 
• culture technique for the identification of 
various mucopolysaccharidoses. Procedures 
as simple as determining the metachromatic 
staining properties of cells have proved useful 
in detecting not only the homozygotes of 
Hurler's, Hunter's, Sanfilippo and Morquio's 
syndromes' but also the heterozygotes. This 
technique of detecting metachromasia has 
also been successfully adapted to the 
detection of increased mucopolysaccharides 
in the fibroblasts of carriers and cases of 
cystic fibrosis .• On the other hand, the skin 
fibroblast technique is associated with one 
major disadvantage ; approximately 60 to 80 
days of culture time are necessary to 
demonstrate the metachromasia. A more rapid 
method is clearly desirable. 
This deficit prompted Danes et at' to use 
short term cultures of peripheral leucocytes 
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for the demonstration of metachromasia due 
to this accumulation of mucopolysaccharides. 
They were soon able to demonstrate 
metacromasia in cultured leucocytes from the 
3rd day of culture which became maximal on 
the 7th day of culture. This was true for both 
carriers and homozygotes of the genetic 
mucopolysaccharidoses. Of particular interest 
was the fact that the carriers tended to lose 
the metachromasia by the 14th day while 
the homozygotes retained it much 
longer. It was suggested that this 
phenomenon could be used to differentiate 
carrier states from homozygous states. Unlike 
the metachromasia seen in cultured fibro-
blasts this was found localized in the 
perinuclear region. An example of this is 
metachromatic accumulation from a patient 
with Sanfilippo syndrome. 
In accordance with expectations raised by 
the work of Matalon and Dorfman', who 
showed by biochemical assay an increase of 
normal acid mucopolysaccharides in the 
leucocytes of patients with cystic fibrosis, 
Danes et al' reported that metachromasia 
could be detected with a high degree of 
confidence in short-term leucocyte cultures 
of carriers and cases of cystic fibrosis. This 
encouraged us to attempt this technique in 
our laboratory with the ultimate aim of 
performing family studies. Eventually, we 
hoped to a,pply this technique to determine 
homozygosity and/ or heterozygosity in the 
cord blood of neonates. One would thus be 
in a position to start treatment at a very early 
stage of the disease. It soon became evident 
that this technique as described could not be 
adapted to our purposes with a high degree of 
reliability. This report deals with our 
experiences in determining the variables that 
affect the metachromatic properties of these 
cultured leucocytes. 
METHODOLOGY AND RESULTS 
(A) The following flow chart outlines the 
general method used throughout the 
experiment. 
5 cc . of venous 
blood + 0 .1 cc. 
of heparin 
leucocy1es and 
------------~serum pi petted- ----------> serum 
separation 
by gravity 
ott j removed 
centrifuge 10 min . 
at 600 r.p.m. 
.J, 
cultures set in leucocy1es re-
incubated ~----------- fih~iJh~?t~ t~~:r- ~·------------ ~~~~~~d~~dli~ 
at 3700 j slips (2 cc .) (a)• 
gased 5% CO,fair 
.J, 
coverslips removed rinse coverslips 
at various days ------------~In physiological-----------~ fixative 
of (d~~ure saline .(q) 
! 
mount on stained with air dried 
slides ~-------------Toluid~~j.blue 0~------------- (1 hour) 
i 
wash out 
excess stain 
• letters indicate point in procedure that was varied as described in Methodology and Results. 
(B) Experimental Manipulation of Variables 
(a) Variation of the culture media 
Using the stain and fixative recommended 
by Danes, culture media were varied in order 
to find the media which gave optimal growth, 
good morphology and an accumulation of 
metachromasia. 
The media tried were: 
1) 1066 culturstat + 20% AB serum 
2) Eagle + 20% AB serum 
3) Puck + 20% serum 
4) 1066 culturstat + 20% foetal calf serum 
5) Eagle + 20% foetal calf serum 
6) Puck + 20% foetal calf serum 
Our criteria for good morphology were that 
the nucleus be vesicular, there be abundant 
cytoplasm, the cell membrane be intact and 
the various types of leucocytes described by 
Danes et af' be present. 
For each of media (1 ), (2) , and (3), 3 control 
subjects, 3 carriers and 1 homozygote were 
tested ; for media (4) , (5) , and (6), 2 controls , 
2 carriers and 1 affected were used and the 
coverslips were stained on the 5th , 6th , and 
7th days of culture. 
69 
Media (1), (2) , and (3) gave better 
morphology and healthier cultures than did 
media (4). (5) , and (6) . 1066 + 20% AB was 
slightly better than the others. As the cultures 
aged, debris accumulated on the coverslips. 
Cultures of media (4). (5) , and (6) 
accumulated much more debris, and this was 
thought to be undesirable. There were no 
morphological differences between the cells 
of carriers and controls. Metachromasia was 
absent in most slides. The only positives were 
7-day-old cultures from 2 carriers and one 
7-day-old culture from 1 case, both from the 
Medium (1) group. Slides were considered 
positive for metachromasia if there was 
metachromasia in more than 10% of the cells. 
Most of the negative slides had no 
measurable metachromasia. 
(b) Variation of the fixative 
Having completed the media variations and 
finding that AB serum was necessary and 
1066 + 20% AB was best, we next varied the 
fixative. A good fixative should give minimal 
shrinkage and destruction of morphology and 
maximal precipitation of cell metabolites. 
The main fixatives tried were: 
1) formalin for 5 minutes 
2) methanol for 5 minutes 
3) aqueous mercuric chloride + 
10% formalin (10 min.) 
4) tetrahydrafuran/ acetone (10 min.) 
Coverslips were stained on the 5th , 6th and 
7th days as before. Three controls, 3 carriers 
and 1 affected were used to test each fixative. 
From the 5th day onwards some coverslips 
from each fixative group showed metachro-
masia. On the other hand, the degree of 
metachromasia and granule distribution 
varied . 
The mercuric chloride fixative gave 
considerable shrinkage and distortion but 
also gave a consistent type of metachromasia. 
This metachromasia was also present in 
control subjects. Methanol gave optimal 
preservation although there were variable 
degrees of metachromasia. This looked similar 
to the type described in the literature.' 
Tetrahydrafuran/ acetone and formalin were 
both strong precipitants but the metachro-
masia was scanty in most cases. 
(c) Variation of the stain 
Using 1066 + 20% AB as media and 
methanol as fixative, various stains were tried. 
(1) .1% Toluidine blue 0; pH L.. 4.0, 
well ripened, 70% water: 30% methanol 
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(2) .1% Toluidine blue 0; pH 1\ 4.0, 
fresh , 70% water: 30% methanol 
(3) .5% Toluidine blue 0; pH 1\ 2.0, 
well ripened , 75% water: 25% acetone 
(4) .5% Toluidine blue 0 ; pH 1\ 2.0, 
fresh , 75% water: 25% acetone 
The same schedule of staining was followed 
in all cases and the stains were judged on 
their ability to give a uniform colour to cell 
constituents and produce metachromasia in 
carriers and homozygotes. Our aim was to 
determine whether this could be differentiated 
from any metachromasia produced in the 
controls. 
Analysis purely from the standpoint of 
metachromasia indicated that stains (1), (3), 
and (4) were comparable. With all three 
stains, there were some positive cells (more 
on 7-day cultures) . The results can be 
tabulated in the following way : 
Stain (1) Control Carrier Affected 
5-day 3- 1+ 2-
2+ 4-
7-day 4- 2+ 1+ 
1+ 3- 1-
The results for stains (3) and (4) were 
similar to the above table. In addition, stains 
(3) and (4) gave a bluer, more uniform, 
background stain. This was most noticeable 
using stain (4) , while stains (1) and (3) had 
areas where nuclei were staining too brightly 
and thus had a purple hue. 
(d) Variation of culture time 
The length of time in culture was varied 
from two to fourteen days using 1066 + 
20% AB media, methanol fixative and stain 
#4 ; i.e., optimal conditions for these 
variables. Slides from 6 controls , 8 carriers 
and 2 affected were stained on the 2nd, 4th , 
7th, 10th, and 14th days of culture. 
The results were variable. For example 
some controls showed metachromasia early 
and lost it by the 7th day while others were 
negative. Carriers were positive early and 
showed metachromasia longer. Generally all 
metachromasia was lost by the 14th day. 
Cultures of 2 carriers were never positive 
regardless of the duration of the culture. 
(e) Preliminary work was done using the 
dextran separatory method' instead of 
settling by gravity. The number of trials using 
this method was too few to make 
generalizations. The results did suggest that 
there was no difference in cell morphology 
or metachromasia as compared to gravity 
separation. 
DISCUSSION 
The metachromatic staining properties of 
cells are well-known to be subject to a variety 
of influences and are often inconsistent.' 
However Danes' eta/ preliminary work on 
leucocytes of patients with mucopolysac-
charidoses was most convincing , readily 
reproducible and apparently most promising: 
Even in their hands however, leucocytes of 
cystic fibrotics and carriers showed a 
variable response to their technique. The only 
type of metachromasia which might be seen 
in the controls would be scanty eosinophilic 
granules in a few small leucocytes as Danes 
described.' It was hoped that carriers and 
homozygotes would demonstrate a type of 
metachromasia which could clearly be 
differentiated from control preparations, but 
our results were variable and did not live up 
to expectations. 
Nadler eta! likewise experienced difficulty 
in obtaining reliable results using amniotic 
fluid cells of known heterozygotes. '0 Their data 
showed that metachromasia by itself was 
not reliable enough to correctly predict the 
genetic constitution of the foetus. These 
incons istent staining properties were 
illustrated by the finding that one child whose 
cells were negative for metachromasia was 
found at birth to have typical cystic fibrosis. 
By manipulating what we felt were the 
major variables, we hoped that a reliable 
technique, adapted to our lab facilities, could 
be found. Varying media, fixative, stain , and 
culture time, we searched for a consistent 
metachromatic result. To generalize on the 
results is quite difficult but it was most 
apparent that there was no reliable difference 
in cells of carriers, controls, or homozygotes. 
The final variation, i.e., culture time, was the 
most beneficial to the project. By using what 
we found to be the optimal variants for media, 
fixative and stain, we were in a good position 
to judge the reliability of the technique when 
the factor of culture time was varied . Some 
obvious trends were seen. Controls seemed 
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* * 
to show a good deal of metachromasia early 
and by the 7th day had lost most of it. 
Carriers and homozygotes also showed 
metachromasia early but retained it up to the 
1Oth day. There were, however, enough 
departures from this general observation to 
make its validity questionable. More work with 
this area of variation might give more reliable 
results. 
There are still a number of variables 
uninvestigated. Although they are not 
considered major, they might be the answer 
to this inconsistency. Cell density, media 
change, dextran separation, washing 
techniques and amount of heparin used are 
all factors in the culturing of these cells , and 
one or more may be responsible for the 
unreliability of the techn ique. Personal 
conversation with Danes has revealed that she 
too has some reservations about her results 
as published' and on further experimentation 
has found that heparin is indeed responsible 
for the metachromasia seen. An enzyme 
deficiency in the cells of both carrier and 
case prevents the breakdown of this 
exogenous material and it apparently remains 
and continues to accumulate. Controls , on the 
other hand, are able to metabolize heparin 
and thus there is no metachromasia. If this is 
a reproducible phenomenon, it could be 
used as the screening test we need. It is hard 
to convince oneself that the small amount of 
heparin used as an anticoagulant could cause 
all the metachromasia seen. The number of 
cells , which must share the small quantity 
used, make it quite likely that each cell is 
acquiring only a minute amount which would 
not be expected to give a distinct 
metachromatic appearance to so many cells. 
Whatever the case may be, our results have 
shown that the short-term leucocyte method, 
by the various methods that we have used, is 
not a reliable method for determining the 
zygosity of patients. Perhaps with more work 
this method may be adapted to this purpose, 
but at present the variability of the results 
makes the method unhelpful. 
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Definition of Labour: When the time is right the fruit will fall . 
Definition of the Super Ego: That ,portion of the mind soluble in alcohol. 
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Meds Picnic 
History was made right before your very 
eyes a few Fridays ago. The infamous Meds ' 
Picnic , still in search of a permanent home, 
was held on a Friday night instead of the 
traditional Saturday afternoon and night and 
a good part of Sunday morning. This 
occurred, mind you , despite the well-intended 
efforts of the organizers. However, those few 
places remaining that either haven 't heard of 
us or else were in such dire circumstances 
that they were willing to try " just one more 
time" simply had no openings on a Saturday 
afternoon and night. Nonetheless, having the 
picnic on a Friday night was enough to 
nauseate even the strongest medical student 
who had ever experienced those wonderful 
days in the past. Not only was the day wrong , 
but also the date. Rather than within the 
first three weeks of school the picnic was 
held on Thanksgiving weekend. Whether or 
not this was intended to save a few lives on 
the highway, the fault is obvious. These two 
points alone probably suffice to explain the 
" Joe, I think I love you." 
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particularly poor attendance. Not that those 
that went did not enjoy themselves, because 
they did (good group, good beer, etc.) but 
with such a dismal turnout nothing could 
justify calling the picnic a success, for surely 
it is an event to be enjoyed by the large 
majority of students. 
But there is a chance to resuscitate the 
picnic for next year and for years after that. 
The Hippocratic Council is well aware of 
what happened and has already planned to 
make the appropriate changes next year. In 
what must be their wisest move, they have 
also chosen to eliminate the humiliation 
better known as the first-year skit. If the plans 
go through then the future is indeed brighter. 
I certainly hope so because the potential is 
so great. So to end on a cheery note and 
looking forward to a better arrangement for 
next year we now bring you some of the 
more enjoyable highlights of the picnic. (P.S. 
Who did steal that chair anyway?) 
The striped arm strikes again! 
"It's quite a view of your cleavage from 
up here." 
"Please dear Lord, don't make me dance 
with Sal Kizis. " 
" And now I'll do my impression of a nurse 
with thyrotoxicosis ." 
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Internship at the Royal Columbian Hospital, 
New Westminster, B.C. 
Do you want a good internship with lots of 
responsibility and a good learning environ-
ment? If so , the Royal Columbian may be for 
you . This 485-bed hospital on the lower 
mainland of British Columbia has places for 
sixteen interns in its well-rounded program. 
The following is a brief summary of the 
services. 
Medicine (3 months) . On this rotation , three 
weeks are spent in Neurology/ Neurosurgery, 
the intern following all the patients of the 
three neurologists and three neurosurgeons, 
and scrubbing as first assistant at all neuro 
procedures. Three weeks are spent in 
elective time ; usually, at least part of this 
time is spent with a general practice 
preceptor. For six weeks, the medical intern 
is in charge of a thirty-bed medical ward ; 
only the intern can write orders , and ultimate 
patient care is in his hands. Medical 
consultants, especially the cardiologists, are 
very keen on teaching , and spend a portion 
of each day in both formal and informal 
teaching . 
RATING-Excellent. 
Surgery (3 months) . This service includes 
four three-week periods in each of Plastic 
Surgery, Orthopedics , General Surgery and 
Intensive Care. In the first three categories , 
the intern is assigned to a specific 
preceptor, and spends his day with that 
person, first assisting or actually performing 
• the surgery, visiting outlying hospitals for 
surgery, and going to consultants ' offices. 
Time is alloted during this period for time in 
the offices of ENT men and ophthalmologists. 
During the three weeks in Intensive Care, the 
intern is in charge of the five-bed Intensive 
Care Unit and the four-bed Trauma Unit ; 
although the consultants are readily available , 
the intern gains much personal experience 
in treating seriously ill patients. Twenty per 
cent of all the trauma in the province comes 
to this hospital because of its proximity to 
the Trans-Canada Highway. Consequently, 
there is a great deal of emergency treatment 
required , and the intem is kept quite busy. 
RATING-Good to excellent. 
Obstetrics and Gynaecology (2 months). 
Most interns perform 75 to· 100 deliveries 
themselves, as well as assist at a great deal 
more. The intern scrubs at all GYN surgery ; 
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there is a good opportunity for doing D and 
C's, and assisting at or doing other 
procedures. 
RATING-Good. 
Emergency (2 months) . The well-equipped 
emergency unit is very active. There are 
casualty officers on hand twenty-four hours a 
day so that the patient load is not over-
whelming and so that good advice is always 
available. While on Emergency rotation , there 
is also ample opportunity to perform minor 
surgical procedures in a well-equipped 
outpatient O.R. 
RATING-Good to Excellent. 
Paediatrics (2 months) . The quietest 
rotation . Although teaching here is somewhat 
lacking , there is a good patient load and an 
excellent opportunity to learn hospital 
paediatrics. Usually more than twenty T and 
A 's are performed by each interne. 
RATING-Fair. 
Psychiatry. At the moment, there is no 
provision for psychiatric training outside of 
the elective programme in medicine ; 
however, next year, the internship will be 
revised to include a sizable block of 
psychiatry. 
There are only four residents-two in 
orthopedics, one in anaesthesia and one in 
pathology. There is a very close working 
relationship between the intern, the family 
doctors and the consultants. Laboratory 
facilities are excellent, and the pathologists 
and chemists are quite available for 
consultation. Scut work, the traditional 
problem of the intern, is noticeably lacking 
IV nurses start all but the most difficult IV's, 
and lab personnel draw all bloods. There is an 
active formal teaching programme with noon 
rounds as well as other daily rounds and 
seminars. 
Dr. Rigby, the Director of Medical 
Education, is frequently on the wards and is 
quite approachable and interested in the 
welfare of each intern. Everyone here seems 
quite interested in keeping the internes 
satisfied and in having them well trained . 
There are apartments quite close to the 
h?spital at reasonable rents ; consequently, 
n1ght calls can be taken at home. The 
hospital supplies the furniture. 
Summers and Electives 
"Neither ear can hear, nor tongue can tell ... " 
The Eastern Clinic at Mobai, Sierra Leone, 
is white-washed , utilitarian and ugly, but it 
shares the common concern about health 
care delivery with our own hospitals here in 
London, Ontario. Mobai is a village 300 miles 
interior, 50 miles or an unreliable and 
expensive two-to-four hour trip from the 
nearest medical facilities, and near the 
borders of Liberia and Guinea. Dr. Kobba, a 
native whose father was a village trader, 
returned there after his education in West 
Germany because he realized the lack of 
medical facilities in rural areas, since, as in 
Canada, most physicians prefer the 
advantage of a city practice. 
A typical day begins with rounds of the 
five-ward , 31-bed hospital , with its surgical 
cases, malnutrition, infectious diseases and 
accidents. Families crowd the dark rooms and 
conversation with patients is never private. 
Dr. Kobba devotes the rest of the morning to 
surgery. He scrubs using a bucket of boiled 
water from a small , man-made well a quarter 
mile down the road . The operating room is a 
small , dingy room about 12 feet square, with 
a single window through which , prior to the 
arrival of a generator this summer, came the 
daylight by which he operated. Because of 
the absence of autoclaves or other electrical 
sterilizers , surgical cases must be admitted 
for periods averaging a month , and be put on 
heavy antibiotics to reduce secondary 
infection. Despite these severe handicaps, 
there has been in three years a total 
admission of 2,813 patients , out of which there 
were 455 major operations, including hernia 
(260) , hydrocele (120) , (28) fibroid and 
appendicitis (25) cases, as well as scrotal and 
urethral fistulae, ovarian cyst, breast cancer 
and intestinal obstruction. 
Plans are proceeding for expansion of 
present facilities to include a new hospital 
compound and staff housing, with water 
supply, a water filtration unit, electrical 
generator and a mobile clinic . Presently the 
" nurses", village women trained by Dr. Kobba, 
visit villages 15 to 30 miles away to examine 
and treat pregnant women. 
The village community, led by Dr. Kobba, 
has undertaken the planting of a 150 acre oil 
palm plantation as an investment to guarantee 
that the hospital can be maintained 
financially. As well , a new local Health 
Insurance Programme has been started. 
Marg Paul '73 
The privilege of meeting Dr. Kobba was a 
highlight of the summer. A Canadian doctor, 
and former graduate of U.W.O. medical 
school , now teach ing at McMaster, worked 
very closely with him this summer, and 
compares Dr. Kobba's work with the 
beginning of the Mayo establishment, and 
thinks that it well might revolutionize health 
care in West Africa. Definitely it will be 
interesting to watch its development in future 
years. 
Although I grasped every opportunity to see 
medical facilities in Ghana and Sierra Leone, 
my main occupation was working with an 
Operation Crossroads Africa group on a local 
work project chosen by the community. 
O.C.A. is a private, non-profit organization 
which sends Canadian and American 
university students to countries throughout 
East and West Africa for two summer months. 
Each group of about ten Crossroaders has a 
work project such as building homes, a 
school or chapel. This serves as a vehicle 
through which we may live and work with 
African students and villagers in an 
equivalent, day-to-day, " dirt-under-the-
fingernails " relationship, and in this way learn 
a little about them and their culture, as well 
as gaining a new perspective on our own way 
of life. 
Specifically, with guidance from a local 
engineer, our group built a half mile of road 
and dug a 1 ,500-foot trench for water pipe in 
two fishing villages on the ocean in Sierra 
Leone. We developed some facility in 
handling head-pans filled with dirt, but I think 
we expended more energy giving wheel-
barrows of kids rides up the road than we did 
wheeling loads of rocks and dirt down. The 
villagers worked with us, as well as 
entertaining us at the worksite with drums, 
dancing , singing and palm wine. 
Neither ear can hear, nor tongue can tell all 
the experiences, impressions, feelings and 
ideas of a summer in West Africa : tribal devil 
dances in our honour; a day observing an 
out-patient clinic at the University Hospital , 
Legon, Ghana; walking down the road with 
the Paramount chief and talking in the few 
phrases of Mende you 've learned ; touring an 
8-million-dollar, 250-bed J.F.K. Memorial 
Clinic in Monrovia, a gift to Liberia from the 
U.S., ninety per cent of the facilities of wh ich 
will never be used because of lack of trained 
personnel , finances , and American under-
standing of Liberia's needs, while the rest of 
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the country is without almost any medical 
care ; driving past President Tubman 's palace 
by the ocean, on beautiful Tubman Blvd ., 
surrounded by Cadillacs and Lincolns, while 
outside of Monrovia there are no paved roads 
and ninety-seven per cent of the people are 
illiterate ; confused , shaky po!itics ; being 
stopped every 20 miles on roads upcountry 
while your vehicle is checked for weapons as 
a precaution against further coups ; learning 
how to cook rice and cassava leaves in tile 
village chief's house; discussing politics with 
the Ghanaian university students; sweating 
out the fever and shaking through the chills 
of malaria-and then realizing that this is a 
several-time experience for most people here ; 
surrounded by literally hundreds of kids with 
shining brown eyes, white teeth in sharp 
Summer In The Caribbean 
" . . . This Thursday I will be flying up to 
Miami and then to Europe for three weeks ' 
vacation . Will be back on the job hopefully 
on May 27 ; so will be here when you arrive. 
I will be happy to start you off on the 
Medical Wards on June 1st. We will be 
making rounds together, do procedures, 
read X-rays, etc . I plan to let you work up 
all the patients, write orders to be counter-
signed by me. I have four out-patient 
clinics a week and you can see the more 
interesting cases which I will assign to you . 
If you get bored with Medicine, you will be 
welcome to spend some time in Surgery, 
Ob-Gyn, or Pediatrics. So you should have 
an interesting and rewarding Summer and 
you will have a " head-start" in your classes 
when you return. 
You will be welcome to come over to my 
pad for some meals and the Fridge is 
always packed with beer to keep you in 
" fluid and electrolyte balance" during the 
hot summer ahead. 
You must be going mad over 
preparations for exams. I will think of you 
once in a while as I relax on the Rivie ra 
and the Greek Islands. Every dog has his 
day!" 
Such was the letter we received from Dr. 
John Price, the Internist at the Belize City 
Hospital , British Honduras, last spring. This 
letter, though warm and welcoming , was much 
an understatement of the ten weeks of 
experience we had. 
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contrast to black faces, and grubby little 
hands, some of them noticeably warm with 
fever ; and everywhere beautiful , warm, 
uninhibited and unself-conscious African 
peoples. 
We could learn much from these people-
about ourselves as well as about them. The 
world is too small to allow ignorance of or 
indifference to such a vital , convulsive part of 
it as Africa is, or Southeast Asia , India or 
South America for that matter. And there are 
abundant opportunities for learning . Such a 
human experience, beyond the narrow 
confines of continent and custom, is of 
inestimable value and cannot fail to enhance 
the understanding and appreciation that one 
brings to work in one's own country. 
Kaysie and D avi d Boyd 'n_ 
British Honduras is a t iny country with a 
population of 130,000-fortunately most 
spoke, or at least understood, English. It lies 
south of Mexico and east of Guatemala. The 
country is divided into six districts, each with 
a tiny hospital and one doctor, with Belize 
City, the former capital , serving as the referral 
center. The Government Hospital in Belize 
(our hospital!) has 165 beds divided into 
open wards for : Male Medical , Female 
Medical , Male Surgical and Female Surgical , 
Obstetric , Post Op., Pediat ric (Medical and 
Su rgical) and Private Ward , which hasn 't been 
opened for some time due to lack of staff. 
Although we were invited to work with each 
of the 12 doctors at the hospital , we became 
so involved and enchanted with the Medical 
Wards and Clinics we found at the end of the 
summer that we were still "intending" to get 
to the other wards. 
Each week we attended four Medical 
Clinics , one Diabetic and one Cardiovascular 
and Hypertensive Clinic , one " Eye" Clinic and 
rounds-" grand rounds" twice, "Howdy" 
rounds (on Saturdays!) and "sore-foot-day". 
To start with the last first , " sore-foot-day" 
was spent examining massive leg ulcers of 
various etiologies ; e.g . dog bite, mycotic , a.s. 
and diabetic , sickle cell anemia. One of 
interest had proved refractory for many 
months when X-ray revealed numerous foreign 
bod1es. Next morning in Surgery, several 
fragments of chicken wire (apparently self-
implanted!) were removed . 
Dr. Price has a remarkable sense of 
humour and despite the tremendous volume 
of work he was never too busy to be playful. 
Never knowing what to expect, we weren 't 
surprised one morning when he called us over 
to " listen" as he held his stethoscope to a 
patient's ankle. Quite skeptically we listened, 
but lo and behold-heart sounds. X-ray 
showed three massive (coconut-size) 
aneurysms of the thoracic aorta, one of which 
rested on the vertebral column. 
We had our share of collagen diseases too , 
finding five of the six (all but derma-
tomyositis) on the Female Medical Ward. For 
lack of space we can only mention cases of : 
amoebic dysentery (two of which resulted in 
14 em liver abscesses) ; ulcerative colitis ; 
cardiovascular lesions resulting from syphilis , 
rheumatic fever etc. ; hypo- and hyper-
glycemic coma; tuberculosis ; Hodgkin 's 
disease ; thyroid disorders. Oh yes, and last 
but not least, 1 case of pseudocyesis. 
Midsummer found us amidst a severe 
epidemic of bacillary dysentery raging 
through the Central American Republics and 
even Southern USA. In Belize this epidemic 
was heralded by reports of thousands dying 
in neighbouring countries . And then it began. 
Patients "poured" into the three out-patient 
clinics, all with the classical picture : severe 
bloody diarrhea, vomiting , very tender 
abdomens, markedly decreased or even 
A Summer In India 
This summer, I was fortunate enough to be 
one of three Canadian university students sent 
into India by " Canadian Crossroads Inter-
national " to do village reconstruction work 
there. This was the first occasion (since the 
organization 's partial break from the now 
purely American " Crossroads Africa " 
organization) ' in which it undertook a project 
that was completely Canadian and also 
marked the first time it sent Canadians into 
another underdeveloped part of the world 
besides Africa! 
As in all " Crossroads" projects of the past, 
the primary purpose in sending us to India 
was not (as is so often incorrectly believed) 
that we make some kind of enormously 
dramatic contribution to the society in which 
we were placed (although one can 't deny that 
this is tremendously pleasing when it does 
occur) , but rather, in the short time that was 
available to us, that we undergo a learning 
experience-an experiment in communication 
absent bowel sounds and varying states of 
dehydration. Most were treated on an out-
patient basis, with only the most severely 
afflicted being admitted to hospital. Initially, 
the only antibiotic available to which these 
patients responded was Chloromycetin, which 
we used-with some reluctance. Parenteral 
fluids hung from nails driven into the walls 
above each bed-when we ran short of IV 
stands. Public Health launched a campaign 
urging people by radio and posters to wash 
carefully all fruit and boil drinking water. 
(Dr. Price asked his nurses each morning if 
they had " boiled their hands and washed their 
water" !). A week before we left Belize, large 
supplies of Ampicillin were flown in from the 
USA. (WHO reported the causative organism 
to be Shigella boydii sensitive to Ampicillin 
as first choice.) It seems we were far more 
fortunate than our neighbors-by the time we 
left only 5 patients had died and the epidemic 
seemed to be well under control. 
Days away from the hospital we spent 
enjoying the people and exploring the 
country, which is noted for its many Maya 
ruins and its scores of cays, which form 
the world 's second largest coral reef. 
As we boarded the plane for Miami Dr. 
Price reminded us that: "Piss and Pus must 
be drained" and " No matter how you skimp 
and squeeze, explain it all in one disease". 
And so ended a beautiful summer. 
Archie Grace '74 
with people of an entirely different culture and 
background. Once we return , it is hoped that 
we will distribute some of what we " learned " 
to members of our own culture and it is for 
this reason that all members of " Crossroads" 
agree to make a minimum of fifty speeches in 
the next few years after their " Crossroads 
Summer" . 
The project that I became involved with in 
India has a story that began about sixteen 
months ago in an area called " Guntur" near 
India's east coast about 250 miles north of 
Madras. At that time, the annual monsoons 
were in full swing and were unusually violent 
in this particular area such that cyclones and 
floods washed out a large number of villages. 
Many Indian people lost their lives in the 
catastrophe and many more were left 
homeless. A Belgian economics professor by 
the name of Father Windy who for more than 
a quarter of a century had devoted his life to 
improving conditions in India saw this 
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" catastrophe" as an " opportunity "-an 
opportunity for the homeless people to 
improve their conditions not only by 
rebuilding their destroyed villages but by 
building them in such a manner that they 
would withstand future cyclones and floods. 
He therefore established an organization 
called the " Christian Relief Organization" 
(CRO)' composed exclusively of 
volunteers (mostly Indian university 
students although a number of representatives 
from Western countries-usually drifters 
looking for somewhere to settle down for a 
short while-were extremely useful and 
welcome.) This organization , centred in the 
city of Guntur, selected the most completely 
destroyed villages of the surrounding area and 
on open sites donated by the government and 
nearby destroyed villages (which were 
incidentally rebuilt of mud houses as before , 
to temporarily house the villagers while 
construction of the new villages was taking 
place) designed and supervised the 
construction of new 'brick house' villages. 
Being a self-help program , the villagers were 
expected to do the work themselves , although 
where necessary, professional help was 
utilized and materials and supervisors were 
provided. However, villagers were expected to 
co-operate at all times. A full day's work from 
every member was demanded. Consistent 
failure to co-operate meant that the CRO 
would " pick-up and pull-out " to begin work 
on other villages that would be willing to 
benefit more by its efforts. 
The three of us were assigned to work 
under Father Windy and his CRO for two 
months. We arrived in Guntur (a hot area to 
begin with) in the hottest time of the year 
(May 16) and were greeted by daily afternoon 
temperatures of over 115° F!!! Fortunately the 
beginning of June coincided rough ly with the 
beginning of the soggy monsoon season and 
cooler weather!! 
Despite what had been a marathon journey 
from Toronto through New York , London, 
Frankfurt, Rome, Beirut, Bombay and Madras 
before finally arriving on an overnight train to 
Guntur, we could '! help but be impressed and 
fascinated by our fi rst glimpse of India-a 
crowded downtown Guntur street leading 
from the train station to the CRO office. It 
seemed the streets were just jammed with 
people of all descriptions-sweaty half naked 
people, many carting loads of some 
description or another ; people on ox carts , or 
in ricksl1aws; people in vegetable and fruit 
markets ; people sandwiched into over-
crowded old buses, people on bicycles ; 
people begging for their food ; people just 
walking , people some of whom were in rags 
and some of which were well dressed ; 
children-and not only peop le but also water-
buffalo , cows, oxen and dogs some wandering 
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free, others at work and yet the whole picture 
in a constant state of unbelievable motion! 
Through all this mass, cars had to drive and 
did so over the cow-dung peppered cement 
streets weaving in and out of the constant 
obstruction very rarely (believe it or not) 
colliding with any of it, for we soon !earned 
that in India the most important part of a 
car 's " anatomy" is its horn. People learn to 
respond to it without giving it a second 
thought. A car without one is a crippled car. 
As we were soon to discover, this was 
India-so natural and in so many ways , so 
beautiful. 
After a couple of restful days attempting to 
become acclimatized to the unbelievable heat, 
we began our assortment of varying jobs in 
different villages. Initially we did demarcation 
work-plotting out where houses would be 
placed and how much land would be given 
to each house etc. Later on , we became 
involved in supervising building of the new 
villages in progress. This latter portion of our 
stay was the most valuable of all , for it 
allowed us to really see how the people 
" ticked "-to get to know and partially 
understand them. Rapid ly, we found that the 
work expected of these peop le was indeed 
difficult especially with the sun as 
tremendously hot as it is. People everywhere 
in that part of the world usually take the 
hottest (middle) part of the day off to rest. 
Most wrap their heads with cloth for 
protection from the sun while they are out in 
it. Despite the hard physical labour expected 
of them, most vi llagers were co-operative and 
realized that what they were about to 
accomplish was well worth the effort. 
Naturally, prodding , threats and punishment 
were necessary to a certain extent to ensure 
that the work continue properly-the worst 
fear to the villagers being that if it didn 't , all 
work would be halted and the supplies 
withdrawn. Yet these people appreciated 
being pushed and simply gushed over with 
pride and joy when something of note had 
been accomplished such as the completion of 
house foundations etc . 
At all times, we worked with Indian 
university students. The villagers spoke only 
Telugu .(the native language of that area) and 
the Indian students with their knowledge of 
English translated for us. They were also a 
tremendous source of information about their 
country and went out of their way to ensure 
that we were comfortable , always treating us 
as guests. 
The villagers themselves were most friendly 
and most appreciative. It was wonderful to 
watch n?t o~ly their new village progress but 
also their attitude as well . My major disappoint-
ment in the project was that there simply 
wasn't time to see one individual village 
completed from scratch. However, because 
there were a number of villages being worked 
on, most in different stages of development, 
one was able to get somewhat of a total 
picture. Nevertheless, I couldn 't help but 
become attached to one of the villages in 
which I spent most of my time towards the 
end of my stay. It was difficult to leave it. ' 
I long to see how it turned out and intend to 
return some day. 
At the conclusion of our stay in Guntur, we 
travelled for a month , first in the south , then 
the north , and finally Hashmir and enjoyed 
everything from marathon train journeys to the 
Taj Mahal in Agra to the sensational bus rides 
through the precarious mountain roads of 
Hashmir to haggling over goods in every 
Indian shop we visited. 
Certainly India has much to offer in every 
department for it is as diversified in every-
thing from language to scenery as any 
country could possibly be. As much as I 
appreciated Canada, I was grateful for the 
opportunity to visit India and become involved 
Summer In Kenya 
Summer '69-What was it? What did it 
mean? Was it worthwhile? 
And the memories, the joys and frustrations 
of a group living experience in Africa come 
crowding back : 
-Seeing Africa in style : open air in the back 
of a truck filled with sacks of grain. 
-Groping for an answer to the child who 
asks, " Why do Americans like fighting so 
much?" 
-Sharing the disbelief of villagers when they 
heard Americans had landed on the moon. 
-Being told by a co llege student, " The 
political favours expected in return for 
foreign aid far outweigh its benefits." 
-Visiting the home of early man and seeing 
archeology in action in Olduvai Gorge, 
Tanzania. 
-Joining in celebration dances at a Moslem 
wedding with children clamoring that you 
join them in " the twist. " 
-Drinking fresh smooth coconut milk from a 
coconut straight off the tree. 
-A child asking to borrow your book " to 
devour it", in sheer keenness to learn. 
-Sharing a group member's brownies sent by 
air mail from New York to Kenya by a loving 
mom. 
-Trying to answer the question "How do you 
say 'Good morn ing ' in Canadian?" 
in a small way with its struggle for improved 
conditions. I can 't wait to return! 
NOTES 1. Crossroads Africa used to be 
both a Canadian and American organization 
and was founded around 1960 by Dr. James 
H. Robinson. About a year ago, it was 
decided that Canada form its own 
"Crossroads" so that it could undertake 
projects of its own in other parts of the world 
besides Africa. With this in mind, Canadian 
Crossroads Africa became Canadian 
Crossroads International (CCI) but retained an 
organizational link with the American 
Operation Crossroads Africa (OCA). 
2. The Christian Relief Organization (CRO) 
is putting up new villages at a collosal rate. 
The government has been dumfounded (and 
slightly embarrassed) by the tremendous 
work that it has been doing . 
3. This is despite the fact that the water 
isn 't always too trustworthy and the 
southern food is unbelievably hot and difficult 
to get used to!! 
Sandi Wi therspoon ' 72 
These are all memories of a summer in 
Kenya with Operation Crossroads Africa. 
Crossroads Africa was begun in 1958 by 
Dr. James Robinson , a black American 
minister who felt that material aid to 
developing countries wasn 't enough , that 
along with this aid must go an attempt to 
appreciate the differences between 
individuals, cultures and nations. So he 
proposed that students have a chance to go to 
Africa, to live and work with people, to break 
down stereotypes and come to know them on 
an individual basis. 
In 1969, Canadian Crossroads International 
became a separate organization from the 
American committee and broadened its scope 
to include projects in Africa, the Caribbean 
and India-including a project placing 
medical students from Western in Pondi-
cherry, India for their fourth-year elective. 
So in June 1969, I was among the 75 
Canadian and 225 American students who 
flew out of New York and into Nairobi or 
Dakar. 
At first it was hard to believe we were 
finally in Africa- the urban skyline, shops 
and pace of life were so like New York. But 
the following day when we departed for our 
individual project sites and were confronted 
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with signs reading " Caution-Elephant 
Crossing ", impressions of the city were far 
behind. 
Our group was assigned to Kanamai , a 
youth centre 18 miles north of Mombasa on 
Kenya's east coast. We were 14-5 Americans, 
7 Canadians, 1 Japanese--and our project 
was to repair a mile of road leading to 
Kanamai and to begin constructing a youth 
cottage there. 
Each Crossroads group has a project to 
complete with a group of counterpart African 
students. In this way, by living and working 
together and through resulting interaction and 
confrontation , students from Africa, the U.S. 
and Canada can get to know each other on 
an individual basis. In our situation, due to a 
number of complications, there were no 
counterparts ; but the road work provided a 
chance to meet local people, especially those 
who would stop to stare at whites , particularly 
white girls , doing manual work. 
One such passer-by took some of us home 
to meet his family-an experience of 
humanism in action in itself. The rural 
African family is an extended one with a 
number of generations and relatives living 
together. On one day we counted some 20 
children , 7-8 adults and an occasional 
chicken or duck all living together. 
On each visit, no matter how brief, the 
family would insist on sharing their food with 
us. We had to remember to eat with our right 
hands only since they, being Moslems, 
consider the left hand unclean. This was not 
an easy lesson for the left-handed girl in our 
group who was frequently reminded of her 
rudeness. Africans express their opinions on 
you, freely and openly. 
Our visits also had a practical side: Our 
host's sister-in- law taught us a few basics of 
local cooking , i.e., 101 different ways to cook 
with coconut. Yet I marvel even now that 
though only our host spoke English , and our 
Swahili was minimal , we all managed to 
stumble through numerous cooking lessons 
and visits by handshakes, sign language and 
exchanges of puzzled looks, smiles and 
laughter. 
Since we lived just 18 miles from Mombasa 
we went shopping frequently . Marketing in 
rural Africa is a rich experience compared to 
the sterility of urban supermarkets, for 
markets are lively, colourful and fun places, 
much of the colour coming from the 
bargaining process. Bargaining takes time ; 
each article has to be weighed carefully in 
the minds of the owner and prospective buyer 
and discussed in detail. Few bargains were 
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made without discussion of the weather, the 
country, your family, his family and business 
before final concessions were made and 
agreement reached on a suitable price. The 
social exchange is an intimate part of any 
bargain. 
In addition to marketing , while in the city, 
we also visited some schools. Education is a 
massive problem: out of 150,000 primary 
school graduates yearly, only 15% can 
continue on to secondary school. Yet this 
primary school training , being patterned after 
the English system, emphasizes academic and 
not practical training , thus leaving large 
numbers of people unemployed-as much as 
35% unemployment. As a result vocational 
schools will have increasing importance in the 
tutu re. 
We spent most of our ten weeks in Kenya 
but also spent some time in Tanzania , the 
country south of Kenya. Tanzania is a 
socialist country and as such has many 
community development and self help projects 
in operation. We were able to visit one of 
these projects and were very much impressed 
by the enthusiasm and vigour with which the 
people are attacking the prob lems of 
development. Through visits such as these we 
were able to form some opinions about 
international development and foreign aid 
programs. 
Foreign aid has been and still is given in a 
" make friends and influence people" fashion 
-to promote a particular ideology, to buy 
friends and to develop export markets. This 
has led to a growing disillusionment on both 
sides of the aid agreement. The developing 
countries are disenchanted with the strings on 
the aid and with such devices as " aid tying", 
in which the recipient countries have to spend 
a large proportion of the aid funds (80% of 
Canadian aid until recently and now 67%) on 
goods and services of the donor country. This 
forces them to purchase goods and services 
which may be considerably more expensive in 
the donor country than on the world market. 
And at the same time as donor countries tie 
aid , they call for freer and more independent 
trade for developing areas. 
Similar hyprocricy has been made even more 
evident in the Canadian Government White 
Pape·r on Southern Africa (Portuguese 
Angola, Mozambique, South Africa, South 
West Africa and Rhodesia) . In this White 
Paper the government continues to express 
support for African self-determination and 
revulsion against the subordination of 
the black majority and control of 
resources which are used to maintain the 
power and privilege of the white minority. 
Yet at the same time Canada continues to 
trade with these countries showing its primary 
aim to be economic advantage over social 
justice. And as President Nyerere of 
Tanzania has most eloquently said: " Will 
Canada at least understand that freedom 
means as much to us in Africa as it does to 
any other people? And if Canada cannot 
support our struggle will it at least refrain 
from giving comfort and help to those who 
would deny freedom and dignity for us. For 
the sake of Tanzania and Africa most of all , 
but also for the sake of future relations 
between men of different colours and different 
creeds, I hope that Canadians will be able to 
give attention to these problems. " This 
challenge has been taken up by a number of 
concerned Canadians who have written " The 
Black Paper-An Alternative Policy for 
Canada towards Southern Africa "-as a 
response to the government's White Paper. 
For the rest of us, the challenge still stands. 
These, then , are a few reflections on the 
summer. In summary, it was a chance to live 
with a group-to talk to a black American 
girl about what she feels to be an American 
now, to talk to Canadians about the Canadian 
North, from thousands of miles away; it was 
a chance to do real manual labour-to mix 
cement by hand or cook for 14 people. It was 
a summer of feeling-to feel the hurt when a 
* 
Ethanolic Morbidity and Mortality 
in Vertebrates an Epidemiological 
Study 
The horse and mule live thirty years 
And nothing know of wines and beers 
The goat and sheep at twenty die 
And never taste of Scotch or rye 
A cow drinks water by the ton 
And at eighteen is mostly done 
The dog at fifteen cashed in 
Without the aid of rum and gin 
The cat in milk and water soaks 
And then in twelve short years it croaks 
The modest, sober, bone dry hen 
Lays eggs for nags then dies at ten 
All animals are strictly dry· 
They sinless live and swiftly die; 
But sinful , ginful, rum-soaked men 
Survive for three score years and ten 
And some of them, a very few 
Stay pickled till they're ninety-two. 
Anonymous 
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black American strikes back with : " You ' re 
white-1 hate you "; to feel the depths of our 
own North American ignorance of the 
diversity of the continent's people and 
cultures. It was a challenge-to survive the 
rigours of rural transport when your bus trip 
scheduled for 4 hours takes 10 ; when your 
bus driver stops anywhere he wants , to go off 
for some 30 minutes or more to have tea with 
some friends while the bus and passengers 
wait ; to feel the North American impatience 
yield to this more flexible concept of time-
of people and a cup of tea with friends 
mattering more than a bus schedule. 
And return to Canada presents other 
challenges : that development is needed in 
areas in Carada as well as in Africa ; that the 
need for meeting and interacting with 
individuals , particularly members of other 
social and cultural groups, is as real and 
urgent here in Canada as it is in Africa. The 
challenges exist in many areas; the individual 
must decide. 
But as in most experiences, it was the 
people who were our summer. Their warmth 
overwhelming hospital ity, their frankness and 
friendshi.p gave to all of us the diverse 
and enriching experience that was the 
summer in Kenya, 1969. 
* 
" The .phrase 'essential knowledge' is 
purposely used in preference to the usual 
'basic facts '. An oft-repeated advice to 
students is 'Master the basic facts of the 
subject'. But how many physicians are in 
agreement as to which are the basic facts of 
any branch of medicine? Many physicians 
consider that the correct way to teach 
electrocardiography is first to expound at 
length on the appropriate electrophysics and 
they call this 'basic facts '. But the student can 
become even more than merely competent at 
electrocardiography interpretation without 
such knowledge. Again others pontify that the 
student must be conversant with the physics 
of sound and know some of the theories 
concerning the production of heart and breath 
sounds before attempting to master the 
technique of auscultatory appreciation. 
Whether or not any of these are 'basic facts ' 
is not worth arguing , but I strongly affirm that 
they are not 'essential knowledge ' for the 
clinician ." 
A Primer of Medicine: Pappworth 
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News and Views 
Medical Faculty Changes 
Recent staff changes in the Faculty of 
Medicine include the following . All changes 
are effective July 1, 1970 (June 30, 1970 in 
case of resignations) unless otherwise 
indicated. 
In the Department of Pathology Dr. D. G. 
Gardner, Associate Professor, has been 
appointed Associate Professor of Pathology 
and Chairman of Division of Oral Pathology ; 
and Dr. M. Vigneault has been appointed 
Clinical Associate Professor (Victoria 
Hospital), effective June 1. 
In the Department of Pathology Dr. S. 
Gursel has been promoted from Instructor to 
Clinical Lecturer (C.P.R.I.). 
In the Department of Physiology Dr. G. G. 
Hinton, Assistant Professor is now Honorary 
Lecturer. 
Mr. G. A. Leyshon, Instructor in the 
Department of Anatomy, has returned from a 
leave of absence as has Dr. C. W. Gowdey, 
Professor and Head of the Department of 
Pharmacology. 
In the Faculty of Medicine: In the 
Department of Anaesthesia Dr. A. C. Groom 
has been appointed Honorary Lecturer; Dr. 
N. A. McFarlane, Instructor (part-time) ; Dr. J. 
M. Muir, Clinical Lecturer (part-time) (Victoria 
Hospital) , effective October 1; and Dr. W. E. 
G. A. Spoerel , Professor and Head to 
Professor and Head and Acting Chief (Victoria 
Hospital}. 
In the Department of Biophysics Dr. A. C. 
Burton has been appointed Professor (part-
time) ; and Dr. L. N. Johnson, Honorary 
Lecturer. 
In the Department of Clinical Neurological 
Sciences Dr. M. J. Ball has been appointed 
Honorary Lecturer (Victoria Hospital} ; and Dr. 
W. F. Brown, Lecturer in the Division of 
Neurology (St. Joseph's Hospital} . 
In the Department of Community Medicine, 
Division of Family Medicine Dr. M. Brennan 
has been appointed Lecturer, effective 
September 1; Dr. T. G. McGhie, Instructor, 
effective September 1; and Dr. J. F. Sangster, 
Instructor, effective September 1. 
In the Department of History of Medicine 
and Science Dr. H. N. Plotkin has been 
appointed Lecturer. 
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In the Department of Obstetrics and 
Gynaecology Dr. H. R. Raud has been 
appointed Assistant Professor, effective 
September 1. 
In the Department of Paediatrics Dr. A. L. 
Amacher has been appointed Lecturer 
(Victoria Hospital) ; and Dr. K. T. Li , Clinical 
Lecturer (St. Joseph 's Hospital) . 
In the Program of Medical Rehabilitation 
Miss Barbara Edwardson has been appointed 
Lecturer (Physical Therapy) ; Mr. P. W. 
Grantham, Lecturer (Physical Therapy}, 
effective June 1; Dr. A. Kroll , Assistant 
Professor (Speech Pathology and Audiology) , 
effective June 1; and Dr. J. L. Stouffer, 
Assistant Professor (Speech Pathology and 
Audiology}, effective August 1. 
In the Department of Diagnostic Radiology 
Dr. J. H. D. Black has been appointed 
Instructor (part-time) (St. Joseph 's Hospital) , 
effective September 1. 
In the Department of Therapeutic Radiology 
Dr. Lois M. Myers has been appointed Clinical 
Assistant Professor, effective July 1, 1970 to 
June 30, 1971 . 
Dr. G. W. Stavraky has been appointed 
Professor Emeritus. 
In the Department of Community Medicine, 
Division of Family Medicine Dr. R. K. Annett 
(Victoria Hospital) , Dr. F. J. Butson (St. 
Joseph 's Hospital} , Dr. S. J. Burns (St. 
Joseph 's Hospital) , Dr. J. E. Collyer (Victoria 
Hospital), Dr. D. W. Elliott (Victoria Hospital), 
Dr. W. G. Ellyatt (Victoria Hospital} , Dr. R. B. 
Gambrill , Dr. K. E. Gay (St. Joseph's 
Hospital) , Dr. R. H. Gillick, Dr. K. A. Johnston 
(Victoria Hospital} , Dr. H. Keidan (St. Joseph 's 
Hospital} , Dr. P. Marchuk (Victoria Hospital) , 
Dr. J. 0. Merritt (Victoria Hospital) , Dr. D. 
McCue (Victoria Hospital} , Dr. L. Z. Naftolin 
(Victoria Hospital} , Dr. J. F. Patten (Victoria 
Hospital) , Dr. P. W. Pennington, Dr. H. C. 
Robinson (Victoria Hospital) , Dr. J. J. Theoret 
(Victoria Hospital}, and Dr. R. C. Wilson have 
been promoted from Instructors to Clinical 
Lecturers. 
In the Department of Medicine Dr. E. J. 
Cholod has been promoted from Instructor to 
Clinical Lecturer (Victoria Hospital). 
In the Department of Psychiatry Dr. H. B. 
Carscallen has been promoted from Clinical 
Lecturer to Clinical Assistant Professor 
(Westminster Hospital); Dr. E. Jeanne Deinum, 
Instructor to Clinical Lecturer (London 
Psychiatric Hospital) ; Dr. J. R. Dubois , 
Instructor to Clinical Lecturer; Dr. D. A. 
Galbraith , Clinical Lecturer to Clinical 
Assistant Professor (C.P.R.!.) ; and Dr. C. A. 
Lapp, Instructor to Clinical Lecturer (London 
Psychiatric Hospital) . 
In the Department of Diagnostic Radiology 
Dr. J. W. Agnos has been promoted from 
Instructor to Clinical Assistant Professor 
(Westminster Hospital) ; Dr. R. K. Coates, 
Instructor to Clinical Lecturer (Victoria 
Hospital) ; and Dr. D. A. Nicol , Clinical 
Lecturer to Clinical Assistant Professor (St. 
Joseph 's Hospital). 
Resignations have been received from : Dr. 
A. L. Swanson, Clinical Lecturer in the 
Department of Community Medicine, Division 
of Epidemiology and Preventive Medicine ; 
Dr. H. N. Ramaprakash , Lecturer (Victoria 
Hospital) , effective September 15 from the 
Department of Obstetrics and Gynaecology; 
Dr. W. N. Downe, Instructor (part-time) (St. 
Joseph's and Westminster Hospitals) , Dr. H. E. 
Mountain, Instructor (part-time) and Dr. B. E. 
Pivnick, Instructor (part-time) in the 
Department of Psychiatry. 
In the Department of Anaesthesia Dr. M. 
Kerri-Szanto, Clinical Associate Professor, 
Chief of Anaesthesia at Victoria Hospital is 
now Clin ical Associate Professor (Victoria 
Hospital). 
In the Department of Community Medicine, 
Division of Family Medicine Dr. J. S. McKim, 
Clinical Assistant Professor is now Assistant 
Professor. 
In the Department of Medicine Dr. W. W. 
Middleton, Clinical Lecturer is now Honorary 
Lecturer (Beck Memorial Sanatorium) and Dr. 
A. J. Watt, Clinical Lecturer is now Honorary 
Lecturer. 
Dr. J. P. Newell , Assistant to the Program 
of Conti nuing Medical Education and 
Instructor in the Division of Family Medicine, 
Department of Community Medicine is on 
leave of absence effective July 1, 1970 to 
June 30, 1971 . 
Dr. Y. S. Brownstone, Professor (Victoria 
Hospital) , in the Department of Pathological 
Chemistry, has returned from a leave of 
absence. 
Health Sciences - A T earn Approach 
The advances made in the combat and 
prevention of disease in the last 25 years 
have greatly increased the scope of medical 
science. Because of this explosion of 
scientific knowledge, medical educators have 
come forward with innovations such as 'the 
" core curriculum " and have instituted new 
departments to equip their students better for 
the future. 
Concomitant with these new approaches is 
the theme of teamwork. No longer is the 
physician the sole source of medical 
knowledge. The dentist, nurse, physio-
therapist, and speech pathologist are all 
experts in their chosen field who can aid the 
physician in the care of his patient. 
In order to foster this approach to patient 
care the concept of Health Sciences has 
evolved here in London under the direction of 
men such as Dr. 0. H. Warwick (Vice-
President Health Sciences) and the Deans of 
the respective Health Science Faculties. As 
in other teaching centers where such an 
environment exists students of Health 
Sciences are educated in common bui 'dings 
J. William R ohrer , '73 
and will share common facilities, such as the 
University Hospital (presently under con-
struction). 
To complement the efforts of our educators, 
students are in the process of forming a 
Health Sciences Student Council. This 
Council will act as a senior liaison between 
Health Science students and the Faculty, 
Administration , and other student 
organizations. 
The constitution of this Council was drawn up 
by a team of students from dentistry, nursing, 
physiotherapy, and medicine during the 
summer of 1970. It will shortly go to the 
respective Faculty Student Councils for 
ratification. Pending ratification , elections 
will be held in February of 1971. 
In summary, our attempt is to institute a 
form of student government which will 
perpetuate and enrich the Health Sciences 
concept. This will allow students to appreciate 
each other's chosen field and thereby enable 
them to work as a more efficient team in the 
delivery of health care. 
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Health Sciences Develop 
Ten-Year Plan 
A 1 0-year Health Sciences development 
plan to cost over $10,000,000 has been 
approved by the University Senate. 
Submitted by the Senate Committee on 
University Development for the Faculties of 
Dentistry, Medicine and Nursing, the plan 
calls for extensive new construction and 
alteration to the present buildings. 
The plan has two phases. Phase One 
includes a new build ing for the Faculty of 
Nursing ; new construction for the basic Health 
Science departments ; a new Health Science 
administration area; alterations to the Medical 
Sciences building and the Kresge Building 
(now housing the Faculty of Nursing) ; and 
alterations and additions to the Health 
Sciences Library and the Animal Quarters. 
Additions to the Library and Animal 
Quarters began in September and will be 
completed by next summer. Construction on 
the other parts of phase one will begin in 
April and are scheduled for completion in 
1972. 
Phase two includes more new construction 
for the basic Health Science Departments and 
a further addition to the Health Science 
Library. The construction on this phase will 
not begin until 1975 it is expected. 
Cost of the first phase is expected to be 
$3.6 million and of Phase Two $7.3 million. 
CPRI Wins Gold Award 
From American 
Psychiatric Association 
The Children 's Psychiatric Research 
Institute, one of Western 's affiliated teaching 
institutions, has won the Gold Award of the 
American Psychiatric Association. 
Sixty other institutions in North America 
competed for the award which goes to the 
centre with the most outstanding program of 
research and treatment on the continent. 
CPRI was the first mental health centre in 
Canada to develop an integrated approach to 
providing service and research for the entire 
range of mentally handicapping conditions in 
children and adolescents. Founded in 1960, 
CPRI was awarded the APA 's Bronze Award 
for its programs as a community-centred 
psychiatric hospital for retarded children in 
1961 . 
Dr. Benjamin Goldberg , CPRI Director, and 
Ontario Health Minister Thomas L. Wells, 
accepted the Gold Award in Philadelphia. 
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ALPHA OMEGA ALPHA SOCIETY 
The first meeting of the 1970-71 term was 
held on October 22 at the home of Dr. S. E. 
Carroll. Several new members were welcomed 
to the society by the president Dr. Ted 
Kassel. A paper entitled "Retirement" was 
presented by Bob Bourne ('71 ). The medical 
and socio-medical problems of the older 
age group were pointed out and a discussion 
ensued concerning the role of the physician 
in helping the retiree deal with these 
problems. A second paper was presented by 
Ted Kassel in which the results and long 
term prognosis of resusc itation following 
cardiac arrest were reviewed . The meeting 
concluded with a light lunch served by Mrs. 
Carroll. 
Class News 
MEDS '71 
As November ro lls around, the members of 
Meds '71 have been kept busy preparing for 
Tachycardia, runn ing about getting their 
grad photos taken , and putting in applications 
for various intern positions. It 's all terribly, 
dreadfully exciting. (Of course, a few of us 
may end up a bit disappointed ; like, some-
one's going to have to let Sue Schulman 
know that, even if she does manage to get 
on Broderick Crawford 's new show as a 
dedicated young doctor, the whole thing is 
simply not C.M.A. approved.) 
As far as Tachy goes, the theme of our skit 
will be as tasteful as ever, and will naturally 
include a series of tactful and inoffensive 
take-offs on several well-beloved clinicians-
good clean fun for everyone. 
On a more personal note, Dave and Chris 
Fisher have just lately acquired a new baby 
girl and a racehorse ; their names are Sarah, 
and Come-by-Chance, respectively. 
Also, Jim Hicks would like to thank all the 
kind and thoughtful people who attended his 
wedding the other week, especially Mary 
Elaine. 
Finally, if there 's anyone else in the class 
who'd like to write this crummy column, 
please don 't be shy about making inquiries. 
Peter Webster 
MEDS '72 
By the time this issue appears in print, last 
~ummer 's news may appear rather passe, but 
1t would be remiss to overlook reporting on 
it. 
Several of the 72 'ers took advantage of 
their last long summer to travel far and wide. 
Blair Marchuk, Bob Marsden, Bob Miller, and 
Louis Sfreddo went off to Europe as a group. 
Marilyn Hopp spent the summer finding out 
the merits of hitch-hiking in Europe. Sandi 
Witherspoon spent a truly rewarding summer 
at the local hospital at Baie Verte, Newfound-
land. Sheila Zurbrigg and Judy Wyatt motored 
their way across Canada and Marg Bains 
made it out to B.C. As part of their 
orientation into the army life, Pete Armstrong , 
John Shier, Paul Armour, Larry Green, and 
AI Little spent the summer in the wild and 
wooly west. 
By far the most popular trip this summer was 
to the altar. Among those who embarked on this 
fateful voyage were Peter Armstrong , Alex 
Balinson, Bob Dunkerley, Paul Hammerich, 
Karl Hartwick, Bob Jones, Jim Patterson, John 
Stewart, Tim Turner, John Vallely and John 
Walton. Special congratulations to Kaysie 
Usher and David Boyd, who decided to be 
exotic and get married in the Honduras. Not 
to be outdone by them, Hytham Kadrie went 
all the way back to Lebanon to pick out just 
the right girl and transport her back to 
Canada. The girls plan to catch up at 
Christmas. Yuletide weddings are in store for 
Carol Colthart and Judy Wyatt. 
John and Bridget Shier were happy to 
announce the birth of their son, Chnstopher, 
and Rob and Geraldine Hyatt-Williams 
became the proud parents of Tristan 
Jonathan. 
The class of '72 is happy to welcome four 
new faces among our ranks: Sharon 
Blacklock, John Crawford, Jayson Berger, and 
Norm McClintock. 
That seems to be the end of the '72 social 
column for this issue. Class activities as a 
whole, understandably, have been kept to a 
minimum, since the majority of the class 
members now have better ways to pass their 
long evenings. 
Marilyn Hopp 
MEDS '73 
The first year-second year party brought 
together once again , the familiar faces of '73, 
all eager(?) for another year of books, beer 
and the Brass Rail. 
On the international scene, Fin floated back 
from Mexico, Sling and Keith fought off the 
piranha in the Amazon , the Russians actually 
let Betty out of Moscow, Lee and Yao left 
families and friends in Malaysia for the 
second time, Karen returned from England 
minus one vestigial organ, Sid brought back 
eye-opening mementos of Paris, and Marg 
(chloroquin close at hand) bid au revoir but 
hopefully not goodbye to Sierra Leone. 
We may have lost Jane Luck to a certain 
rival school in Kingston, but in return we say 
hello to James Lam, Garth Phipps and Jean 
Anawati. We also greet the new wives of Jim, 
Dick, Ron, Tony, John, Terry and Tom and the 
daughters of Jim, Clare and Stan. 
The patient with the cold posterior was the 
brainstorm of John Kelton. He and his crew 
did a great job on the float-after all , it takes 
a lot of organization and talent to collect all 
the toilet paper! 
Thanks to Dwight, Angus and his pail made 
it to the Ridout October 15th. Cathy supplied 
the cake ; Angus supplied the entertainment. 
I'd like to close this report with the 
inspiring words of Dr. Murray, lecturing the 
class of '73 on the beauty of the bacteria. 
" It may not be Marilyn Monroe, but it ain 't 
bad. " 
Betty Laslo 
MEDS '74 
Meds '74 began with an orientation-get-
together on September 14. " Congratulations 
on getting in," was a favourite greeting from 
fellow students, while the profs told us to 
relax now that the pressure was off. 
Generally, the first week was a confused blur 
of introductory lectures, textbook-hunting , 
locker combinations and new lab-coats, with 
a party at AKK adding comic relief. Here, Dr. 
Squires demonstrated his ability to hold his 
own with the best of Meds '74 alcohol 
consumers. Entertainment was provided by 
the Meds '73 band, which later in the evening 
faded away into 3 enduring musicians. Boy, 
could they play. It was , however, a great way 
to meet fellow class-mates and those in 
second year who had a year's medical 
experience under their belts. Next, AKK 
hosted a first-year-third-year party. Professors 
Bigelow and Squires, naturally being most 
sober of judges, kindly volunteered to referee 
a series of boat races. Meds '74 and '72 guys 
tied with a grand total of 1 win and 1 loss 
each. Recommendations for a third race (as 
a fair means of settlement) were not 
encouraged by several of the contestants (i.e. 
Andy Nolewajka and Milton Drobac, etc .) who 
seemed to consider it safer to stop while they 
were still ahead. Unfortunately Meds '74 girls 
did not accomplish a similar win over Meds 
'72 girls , despite the heroic attempt of Sue 
(The class historian, rumour has it, 
acknowledges all responsibility for this 
ignominious defeat.) 
Casino Royale was an enteraining novelty 
night at AKK. All would-be James Bonds tried 
their " hands" at blackjack and various 
roulette wheels. The fun was concluded by 
an auction of boxes, some containing rye, g in, 
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etc. and some without. Various syndicates 
bid with the winners, who went on to their 
own parties , while the rest went home. 
October 4 was the red-letter day in which 
we were graciously wined and dined by the 
Dean. Here, we discovered that the faculty 
are basically nice people and to our surprise 
none seem to have horns or tails . 
The Meds Picnic seemed a smashing 
success. The football games helped us work 
up an appetite, right Pete Johnston? And 
first year beat third year at baseball since we 
left the game as soon as we were ahead at 
the end of an inning. Too bad third year. 
Better luck next time. Then you'll quit whi le 
you 're ahead. 
The first-year skit starred Larry Patrick, Rick 
Minielly and Dave Patterson while Barry 
Hunter and Mike Biggs held up the wall. Larry 
looked his sexiest in Su Bright's black 
stockings and wigs. You 're a real sweetheart 
nurse, Larry, even with those 38D balloons. 
The skit was followed by half-hearted plum 
throwing rumored to have been started by 
Wayne Beechcroft, our dentist, or was it you 
Mary Beth? Then the band played on as 
* * 
everyone danced out the evening while Mike 
Biggs posed for every picture being taken and 
also agreed to perform weekend marriages on 
the baseball field. Did anyone take advantage 
of this fine offer? 
To sum up the evening: A grand time was 
had by all. Now who is this "Grand Time" 
anyway? 
See y'all at the Ceeps next Wednesday 
(after Biochem). 
Managing to tear themselves away from 
studying anatomy, first year Meds were out 
in full force for the Homecoming game and 
a few enjoyed cool pancakes and sausages 
at the luncheon, eh John Payne? And those of 
us at the Roam-Around dances wore off a 
little adipose tissue, grooving to the various 
bands. Say, how come our float didn 't win a 
prize, fellows? Too gross? 
Also first year's entry in the Home-Coming 
Car Rally, Sterling Hunkin and navigator, 
Flash Adams, got lost before the first check-
point. Whose fault was that Adele? 
See y 'all at the Ceeps Wednesday? (After 
Biochem, naturally.) 
By a gaggle of '74ers 
* 
MEDS AT- HOME 
• 
HOTEL LONDON 
FEBRUARY 1 31 19 71 
• 
PLAN TO ATTEND 
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CLASSIFIED ADVERTISING DEPARTMENT 
We invite any reader to whom this space would apply 
to make use of the following headings: 
Courses 
Fellowships 
Locum Tenens Available 
Locum Tenens Wanted 
Positions Vacant 
Positions Wanted 
Practices 
Items for Sale or Rent 
Internships 
Residencies 
It has been our pleasure to serve the medical students 
in Canada for the past 12 years. 
We invite enquiries from the medical profession for 
equipment for new offices for those of you who are just 
starting in practice. 
We would like to extend our congratulations to the 
hundreds of new practices which we were given the oppor-
tunity to equip this year. 
We are here to serve you better. 
White Cross Surgical Medical Supply, 
260 Richmond St. , W., Toronto 28, Ontario. 
Ph. (416) 863-0345 
Western offers 
more than 
medicine 
Western has: 
• one of Canada's largest health 
sciences centres, including a 
cancer research laboratory, 
medical, nursing and dental 
schools, and by 1972 a new 
University Hospital - all under 
one roof 
• a beautiful campus 
• exciting theatre, art and music 
• married students' apartments 
For information write the Registrar 
THE UNIVERSITY OF WESTERN ONTARIO 
London 72, Ontario 
ROY KUMANO 
STUDIO- 451 HAMILTON RD. 
Photographer for the Class of '70 
Tel. 432-9479 
water-di·spersible, hypoallergenic, 
pleasant-tasting 
OSTOCO~ROPS 
Children relish the flavour of multivitamin OSTOCO Drops, 
and welcome their administration directly on the tongue, 
thus ensuring the most effective absorption. OSTOCO 
Drops provide the vitamins which are most important to 
infants and young children. Equally acceptable in formula, 
fruit juice or milk. 
Eech 5-drop dose (0.25 cc.) conteins : 
Vitamin A •..• 2500 I.U. I Vitamin Bt .... .. ........ .. 1 mg. 
Vitamin o ...... 400 I.U. Riboflavin (vitamin 82) ... 0.6 mg. 
Niacinamide ............... 4 mg. 
VItamin C ...... 30 mg. Vitamin Bs ............ . . 0.6 mg. 
Dosage: Infants and children under 6 years of age, 5 drops 
daily. 
Bottles of 8, 15, 30 and 50 cc., each with calibrated 
dropper for waste-free dosage. 
Full fnformetion on request. 
QUALITY PHARMACEUTICALS 
~8.3itoMt&Co. 
MONTRUl CANADA 
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